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EDITORIALS 

Physician’s  Role  in 
Treating  the  Alcoholic 

While  we  all  give  lip  service  to  the  idea  that 
alcoholism  is  a disease,  not  a crime,  most  of 
us  don’t  act  as  if  we  really  believed  this.  It 
is  of  interest  to  note  that  our  last  House  of 
Delegates  resolved  that  “alcoholism  detection 
clinics  be  established  in  every  county  in  New 
Jersey  and  that  each  county  medical  society 
take  leadership  in  endorsing,  encouraging, 
and  participating  in  such  clinics.’’ 

On  page  19  of  this  issue  we  publish  a 
pioneer  article  on  prevention  of  alcoholism. 
This  offers  a practical  operational  guide  to 
the  physician  who  seriously  considers  his  re- 
sponsibility to  the  alcoholic  patient.  One 
thing  is  sure.  If  we  doctors  of  medicine  do 
not  assume  this  leadership,  other  professional 
groups  will  rush  into  the  vacuum.  As  Dr. 
Shenkman  points  out  in  his  paper,  it  takes 
ten  years  or  more  for  alcoholism  to  develop 
fully,  and  this  offers  time  for  early  detection 
and  prevention.  It  is  working  with  cancer 
of  the  cervix  and  with  diabetes,  and  should 
also  be  possible  in  alcoholism. 

The  Other  Side  of  the 
American  Medical  Image 

In  the  past  eight  years  nearly  125,000  of 
Europe’s  best  educated  young  people  have  in 
one  way  or  another  sought  admittance  into 
the  United  States.  These  include  physicians 
in  search  of  high-cpiality  advanced  education 
and  the  right  to  work  unfettered  by  unaccept- 
able restrictions.  Not  finding  it  in  their  home- 
lands, they  turned  to  the  United  States.  Only 
a fraction  of  the  15,000  hopeful  young  doc- 
tors seeking  entry  each  year  ever  arrive  here. 
Figures  of  the  Association  of  American  Medi- 
cal Colleges  show  that  of  those  who  take  the 


Educational  Council  for  Foreign  Medical 
Graduates’  examination,  only  about  one-fifth 
are  accepted.  This  means  that  about  4,000  are 
arriving  from  Europe  annually  to  work  and 
study  in  medical  schools  and  hospitals.  And  a 
large  number  of  these  are  staying  to  practice 
medicine.  To  Europe,  this  loss  has  helped 
create  the  “brain  drain.’’ 

Medicine  is  not  the  only  branch  of  science 
involved  in  the  “brain  drain.”  Europe  is  also 
losing  engineers,  chemists,  and  physicists.  The 
implications  of  the  flight  of  its  young  scien- 
tifically educated  has  European  leaders  wor- 
ried. There  is  concern  that  the  continent  has 
become  undeveloped  scientifically  and  tech- 
nologically in  comparison  with  the  United 
States.  What’s  more,  the  gap  is  growing. 

In  Great  Britain,  the  emigration  of  its 
young  physicians  has  threatened  Britain’s  Na- 
tional Health  Service  with  collapse.  They 
complain  that  about  one-third  of  Britain’s 
medical  graduates  are  leaving  the  country 
each  year.  And,  the  number  of  medical 
students  going  into  training  has  been  falling 
steadily. 

An  eminent  barrister,  R.  H.  Davison,  told 
the  British  Medical  Journal  that:  “Not  only 
has  the  NHS  provided  outrageous  terms  and 
conditions  of  service,  it  has  completely  failed 
to  inspire  respect  among  the  younger  mem- 
bers of  the  profession  who  see  through  its 
Fabian  Humbug.”  He  noted  that  even  the 
supply  of  doctors  being  imported  from  Pak- 
istan and  India  to  help  fill  the  vacuum  of 
British  doctors  was  dwindling,  and  criticized 
the  government  suggestion  that,  “the  advent 
of  the  Common  Market  will  permit  us  to  im- 
port Italian  doctors  to  run  our  Health  Ser- 
vice.” 

The  tempK>  of  emigration  from  Britain  has 
accelerated  despite  government  efforts.  One 
emigrating  doctor  put  it  this  way:  “We’re  not 
exactly  forced  into  servitude  by  the  govern- 
ment; but  we’re  not  exactly  free  to  practice 
our  profession  either.  You  in  America  still 
have  a choice.  But  what  w^ould  happen  if  that 
choice  were  removed  as  it  has  been  in  En- 
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rope?  Where  would  American  doctors  emi- 
grate?” 

What  has  caused  the  drain  of  European 
brains?  Partly  it  is  money.  Britsh  interns  say 
they  work  an  average  of  100  hours  a week  for 
less  than  |200  a month.  That  figures  out  to 
about  45  cents  an  hour.  But  the  greater  issue 
clearly  is  one  of  “scientific  climate.”  Over- 
regulated conditions  have  served  to  stymie 
scientific  inquiry;  without  scientific  inquiry 
there  is  lack  of  stimulation;  and  without 
stimulation  scientific  advancement  suffers. 
So  goes  the  analysis  of  what’s  wrong  with 
science  in  Europe. 

This,  of  course,  is  an  over-simplification. 
But  the  fact  is  that  the  young,  scientifically- 
oriented  have  shown  by  their  desire  to  vacate 
Europe  that  something  about  the  scientific 
climate  there  is  inadequate,  if  not  stifling. 
And  whatever  it  is,  the  medical  school  gradu- 
ates of  Europe  have  turned  to  the  United 
States  to  get  into  the  mainstream  of  medical 
science. 

American  medicine  became  a lure  to  Euro- 
pean doctors  following  World  War  II,  when 
the  United  States  emerged  in  the  forefront  of 
medicine.  Obviously,  the  United  States  has 
continued  to  better  its  standing.  If  this  were 
not  so  the  brains  of  Europe  wouldn’t  be  seek- 
ing entry.  For  they  crave  scientific  excellence 
along  with  freedom  to  practice  their  profes- 
sion. 

Since  World  War  II,  twenty-three  Ameri- 
cans have  been  awarded  the  Nobel  Prize  in 
medicine  and  physiology.  That’s  more  than 
were  won  by  physicians  and  scientists  from  all 
of  the  other  countries  of  the  world  combined. 
In  the  same  period,  well  over  half  of  all  the 
major  new  drug  discoveries  were  developed 
in  this  country.  As  a matter  of  fact,  eighty  per 
cent  of  the  prescriptions  written  today  could 
not  have  been  written  ten  years  ago  because 
the  drugs  didn’t  exist. 

But  medical  progress  cannot  be  measured 
only  in  the  laboratory.  It  must  also  be  meas- 
ured in  terms  of  people,  disease,  and  facili- 


ties. Thus,  the  fact  that  America  was  build- 
ing 750  hospitals  in  the  same  time  that  Eng- 
land was  building  one  enters  the  picture. 

So  do  such  matters  as  the  rate  of  death 
from  various  diseases.  The  death  rate  from 
cancer  in  America,  for  example,  is  well  below 
the  rate  of  Western  Europe.  This  reflects 
better  medical  treatment.  The  same  holds 
true  for  other  treatable  diseases,  including  tu- 
berculosis, pneumonia,  strokes,  and  influen- 
za. All  of  these  kill  fewer  people  here,  per 
capita,  than  in  Western  Europe.  What  it  all 
adds  up  to  is  this : four  and  a half  million 
Americans  alive  today  would  be  dead,  if  med- 
icine were  practiced  with  the  same  amount  of 
knowledge  and  the  same  tools  as  it  was  just 
twenty-five  years  ago.  In  that  time  span  medi- 
cine has  learned  more  than  it  learned  in  the 
previous  fifty  centuries. 

No  one  can  assign  a nationality  to  such 
knowledge.  It  is  world  wide.  But  when  it 
comes  to  teaching  and  applying  that  knowl- 
edge, the  rest  of  the  medical  world  looks  to 
the  United  States  for  leadership. 


Not  All  Health  Is 
A Medical  Problem 

Perhaps  it  is  odd  for  our  profession  to  say 
this,  but  actually  not  all  health  is  a medical 
problem.  There  are  places  where  poor  nutri- 
tion leads  to  poor  health,  where  bad  sanitary 
engineering  spreads  disease,  where  persistent 
cigarette  smoking  leads  to  emphysema,  cancer 
of  the  lung,  and  peripheral  vascular  disease, 
where  drug  abuse  is  raging,  and  where  people 
are  killed  or  maimed  by  automobile  acci- 
dents. The  physician  has  practically  no  mean- 
ingful control  over  these  hazards.  So,  when  it 
is  pointed  out  that  diseases  and  injuries  do 
seem  to  occur  in  a field  where  they  could  be 
prevented,  let  it  be  remembered  that  the 
causative  factors  here  are  not  really  medical 
problems  at  all.  We  are  flattered  at  the  impli- 
cation of  our  potency — that  we  can  solve  all 
these  problems  just  by  good  will.  But  that, 
alas,  is  not  how  it  is. 
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ORIGINAL  ARTICLES 


Accurate  diagnosis  is  the  key  to  genetic  counseling, 
as  Professor  Kushnick  here  explains. 


Genetic  and  Chromosomal 
Abnormalities  in  Early  Infancy* 


Theodore  Kushnick,  M.D./Nework 

Careful  examination  of  the  newborn  and 
young  infant  can  lead  to  the  detection  of  a 
surprisingly  large  number  of  physical  abnor- 
malities. Most  of  these  conditions  are  solitary 
and  minor,  being  frequently  inherited 
through  the  small  effects  of  multiple  genes 
interacting  with  the  environment;  i.e.  multi- 
factorial inheritance.  Some  10  to  13  per  cent 
of  newborns  will  have  such  single  minor  mal- 
formations. At  this  point,  however,  it  is  neces- 
sary to  emphasize  that  infants  who  have  ge- 
netic errors  of  biochemical  metabolism,  other 
than  endocrinopathies,  usually  appear  com- 
pletely normal  at  birth.  Only  1 per  cent  of 
the  newborn  population  will  have  major 
gene  delects.  While  this  group  includes  the 
normal-appearing  infants  with  metabolic  er- 
rors, it  also  contains  the  large  group  of  chil- 
dren with  multiple  minor  and  major  mal- 
formations that  comprise  various  genetic  mal- 
formation syndromes.  Some  1500  to  2000  dis- 
eases fall  into  these  categories.  Their  distribu- 
tion between  dominant  and  recessive  inheri- 
tance patterns  is  nearly  equal,  the  former 
slightly  more  prevalent.  Although  the  num- 
ber of  disease  types  is  large,  the  incidence  of 
each  particular  disease  is  very  low  to  rare. 

The  multiple  minor  and  major  ntalforma- 
tions  with  chromosomal  abnormality  are  less 
frequent  and  are  found  in  only  0.5  per  cent 
of  the  newborn  population. 

Intrauterine  environmentally-caused  defects, 
e.g.,  congenital  rubella  syndrome,  occur  at 
varying  rates  and  are  dependent  on  the  prev- 
alence of  infectious  disease  or  teratogenic 


drug  epidemics,  with  an  average  incidence  of 
up  to  1.5  per  cent  . 

Detection  of  minor  malformations  does 
provide  clues  as  to  the  probabilities  of  under- 
lying major  malformations  and  this  leads  to 
the  diagnosis  of  major  genetic  and  chro- 
mosomal syndromes.  However,  exclude  famil- 
ial minor  conditions,  e.g.,  syndactylism  be- 
tween the  second  and  third  toes,  from  the 
new  occurrence  of  the  condition  in  a particu- 
lar infant.  Over  all,  if  no  minor  malforma- 
tions are  detected,  there  will  be  a 1.4  per  cent 
incidence  of  usually  single  major  malforma- 
tions. Of  the  10  to  13  per  cent  of  newborns 
with  one  minor  malformation,  3 per  cent  will 
have  an  additional  major  abnormality.  Only 
0.8  per  cent  of  the  newborns  will  have  two 
minor  defects  and,  of  this  group,  1 1 per  cent 
will  have  a major  abnormality.  When  we  deal 
with  the  0.5  per  cent  of  the  newborns  that 
have  three  or  more  minor  defects,  there  is  a 
90  per  cent  chance  that  they  also  have  a 
major  malformation  of  the  brain,  heart,  kid- 
ney, genitalia,  or  gastrointestinal  tract.  Thus, 
it  is  in  the  latter  two  groups  that  extensive 
investigation  becomes  necessary  and  should 
include  sptecial  x-ray  studies,  e.g.,  intravenous 
pyelogram;  as  well  as  chromosome  analysis; 
tests  for  evidence  of  intrauterine  infection; 
genetic  pedigrees  for  syndromes;  and,  in  some 
instances,  particular  biochemical  tests. 

The  physical  defects  that  are  sought  for  on 

•Read  l)cforc  tlic  .Sections  on  General  I’rartice  and 
Pediatrics,  20.')th  Annual  Meeting,  The  Medical  So- 
ciety of  New  Jersey,  .Atlantic  City,  May  17,  1971.  This 
work  is  from  the  Department  of  Pediatrics,  Maitland 
Hospital  Unit,  C.'MDNJ  at  Newark.  Dr.  Kushnick  is 
Professor  of  Pediatrics. 
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examination  are  quite  numerous  ana  varied. 
Any  one  of  them  might  be  found  in  normal 
individuals,  but  a high  risk  of  genetic  or  chro- 
mosomal aberrations  exists  when  they  are 
present  as  multiple  findings  in  one  individu- 
al. Conversely,  while  numerous  stigmata  are 
searched  for  in  a condition  such  as  Down’s 
syndrome,  there  is  no  one  abnormality  which 
is  found  in  every  afflicted  individual.  Most  of 
the  following  stigmata  are  of  minor  nature, 
but  some  may  be  classifiable  as  major.  Deter- 
mine if  there  is  evidence  of  intrauterine 
growth  retardation,  i.e.,  small-for-dates  baby, 
since  many  syndromes  do  present  as  low  birth 
weight  babies  in  relation  to  gestational  age. 
Thus,  length,  weight  and  head  circumference 
must  be  measured  and  compared  with  the 
norms.  Other  physical  aspects  follow: 

Skin:  The  skin  should  be  examined  for  he- 
mangiomata which  are  found  in  13  trisomy 
and  in  partial  deletion  of  the  short  arms  of 
one  :^4  chromosome  (4p-).  Petechiae  are  com- 
mon with  intrauterine  infections  as  well  as  in 
erythroblastosis  fetalis  due  to  Rh  incompati- 
bility. 

Head:  Look  for  size  and  shape.  Microcephaly 
is  frequent  with  chromosomal  abnormality 
and  intrauterine  infections.  The  latter  can 
also  lead  to  hydrocephalus.  A low  posterior 
and  lateral  hairline  can  be  found  in  Turner’s 
syndrome.  The  occiput  is  prominent  in  18 
trisomy,  while  the  forehead  is  sloping  in  13 
trisomy. 

Eyes:  Hypertelorism  or  hypotelorism  are  im- 
portant clues  to  abnormalities  of  genetic  or 
chromosomal  origin.  Measurements  for  nor- 
mal spacing  of  the  eyes  have  now  been 
defined  for  various  age  groups  and  can  be 
used  for  comparison.  Epicanthal  folds  may  be 
found  in  the  normal  baby  or  exaggerated  in 
Down’s  syndrome.  The  outer  slant  of  the  eyes 
is  upward  in  trisomy  21  and  downward  for 
various  genetic  syndromes  and  partial  auto- 
somal deletions.  Defects  of  the  iris  or  eyelids 
may  define  certain  genetic  syndromes  such  as 
Rieger’s  or  Treacher-Collins’.  Brushfield  spots 
in  the  iris  are  best  seen  in  the  newborn  with 
Down’s  syndrome  and  tend  to  dissappear  as 


he  grows  older  and  as  his  eye  color  changes. 
Microphthalmia  and  eyelid  ptosis  are  promi- 
nent in  13  trisomy  and  Turner’s  syndrome 
respectively.  Bulbar  conjunctival  tumors  may 
be  the  clue  to  the  presence  of  the  oculo- 
auriculo-vertebral  syndrome.  Cataracts  and 
chorioretinitis  signify  the  presence  of  in- 
trauterine infection  such  as  rubella  and  tox- 
oplasmosis. 

Ears:  The  ears  should  be  examined  with 
regard  to  being  low  set  (i.e.,  the  tops  below 
the  level  of  the  outer  palpebral  fissures) . Are 
they  deformed,  large,  or  small?  Note  if  there 
are  preauricular  tags  or  sinuses.  What  is  the 
degree  of  posterior  rotation  from  the  vertical 
axis?  Check  hearing,  if  feasible. 

Nose:  Noses  come  in  all  sizes  and  shapes  but 
their  appearances  can  be  significant  for  cer- 
tain syndromes,  e.g.,  the  anteverted  nostrils  of 
the  de  Lange  syndrome;  the  small  depressed 
nasal  bridge  of  Down’s  syndrome;  the  large 
non-angulated  nose  of  Treacher-Collins’  syn- 
drome; the  single  nostril;  the  cleft  nasal  car- 
tilage in  the  median  facial  cleft  syndrome;  or 
the  septum  extending  below  the  nostrils  in 
Rubinstein-Taybi  syndrome. 

Mouth:  Mouth  abnormalities  include  micro- 
gnathism,  which  accompanies  many  syn- 
dromes; cleft  lip  and/or  palate  as  found  in  13 
trisomy;  glossoptosis  with  Pierre-Robin  syn- 
drome; the  abnormal  shape  and  size  seen  in 
the  whistling-face  syndrome;  and  the  Treach- 
er-Collins’ syndrome.  Macroglossia  consistent 
with  Beckwith  syndrome  may  be  present.  The 
baby’s  cry  should  be  listened  to  in  order  to 
detect  the  cri-du-chat  5p-  syndrome  or  the 
coarse  cry  of  the  cretin. 

Neck:  Determine  whether  the  posterior  cer- 
vical skin  is  redundant  and  loose,  with  or 
without  webbing,  and  whether  the  neck  is 
short.  Webbing  is  found  in  Turner’s  syn- 
drome and  other  chromosome  abnormalities, 
as  is  loose  posterior  cervical  skin. 

Chest:  Besides  noting  the  presence  or  absence 
of  a cardiac  murmur,  the  detection  of  a short 
sternum  indicates  a possible  18  trisomy;  wide- 
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ly  spaced  nipples  and  pectus  excavatuin 
might  be  correlated  with  Turner's  or 
Noonan’s  syndrome.  X-ray  examination  of 
the  chest  may  re\eal  absent  and/or  hypojjlas- 
tic  ribs  which  are  found  in  13  and  18  trisomy. 

Ahdomoi:  Diastasis  recti  and  umbilical  hern- 
ias are  Irecjuent  findings  in  Doom’s  syn- 
drome and  congenital  hypothyroidism.  de- 
termined effort  shoidd  be  made  to  palpate 
the  kidneys  since  renal  malformations  are 
extremely  Irecpient  in  almost  all  chromosome 
abnormalities  except  for  Down’s  syndrome. 
Hepatosplenomegaly  dictates  a search  for  in- 
trauterine infections. 

Genitalia.  Sexual  ambiguity  is  a frequent  oc- 
currence in  both  autosomal  and  multiple  X 
chromosome  abnormality.  It  is  also  a com- 
ponent of  biochemical  errors  such  as  the 
adrenogenital  syndrome  in  the  female.  The 
examination  should  be  directed  towards  de- 
tection of  true  cryptorchidism;  hypospadias 
with  or  without  chordee;  clitoromegaly,  and 
.so  on. 

Rectum:  Imperforate  anus  may  occur  as  an 
isolated  finding  but,  generally,  is  indi  ative  of 
the  need  to  search  for  other  possible  gas- 
trointestinal malformations.  It  may  be  found 
w’ith  13  trisomy  or  in  the  Schmid-Fraccaro 
syndrome. 

Spine:  After  balancing  the  baby  in  one  hand 
in  the  prone  position,  any  scoliosis  should  be 
noted  and  followed  by  x-ray  examination  to 
detect  hemivertebrae  as  occurs,  for  example, 
in  Goldenhar’s  syndrome. 

Neuromuscular:  Hypertonicity  is  a feature  of 
18  trisomy,  while  hypotonicity  with  hyperex- 
tensible  joints  is  frequent  with  21  trisomy. 
Varying  degrees  of  neuromuscular  abnormali- 
ty accompany  all  of  the  chromosomal  and 
genetic  aberrations  associated  with  mental  re- 
tardation. 

Extremities:  One  of  the  most  valuable  exami- 
nations (if  done  with  attention  to  details)  is 


the  sean  h for  abnormalities  in  the  extremi- 
ties. Cidhtus  valgus  is  common  in  Turner’s 
syndrome  and  Noonan’s  syndrome.  Radio- 
ulnar synostosis  is  present  in  multiple  X 
syndromes  and  may  be  detected  by  the  restric- 
tion of  forearm  pronation  and  supination. 
Radial  hypoplasia  or  ajilasia  is  a component 
of  Fanconi’s  anemia  syndrome.  Sacral  and 
femoral  hypoplasia  may  be  found  in  infants 
of  diabetic  mothers.  Short  digits  (especially 
fourth  and  fifth)  are  found  in  numerous 
chromosomal  and  genetic  syndromes.  Elon- 
gated digits  indicate  the  ]xjssibility  of  Mar- 
fan’s syndrome.  Digital  posturing  such  as 
overriding  second  over  third  and  fifth  over 
fourth  are  characteristic  of  18  trisomy.  Broad 
rhumbs  and  toes  Avhich  protrude  are  found  in 
Rubenstein-Taybi  syndrome,  while  recessed 
broad  thumbs  and  toes  with  spatulate  digits 
are  a feature  of  the  otopalatodigital  syn- 
drome. Syndactylism  contributes  to  a diagno- 
sis of  .Apert’s  syndrome,  while  polydactylism 
is  frequent  in  13  trisomy.  Absent  thumbs  are 
found  in  Fanconi’s  anemia  syndrome,  while 
thumblike  index  digits  with  abss-st  thumbs 
are  found  in  the  Holt-Oram  hand-heart  syn- 
drome. Lymphedema  is  expected  with  Tur- 
ner’s svndrome  and  Milroy’s  disease.  The 
nails  are  hypoplastic  in  Ellis-Van  Creveld  syn- 
drome, hyperconvex  in  Turner’s  .syndrome 
and  other  chromosome  abnormalities,  and 
deformed  on  the  thumb  and  index  digit  in 
the  nail-patella  syndrome.  Short  incurved 
fifth  digits  are  frequent  in  21  trisomy  and 
numerous  genetic  syndromes.  Dermatoglyphic 
patterns  can  assist  in  diagnosis,  e.g.,  increased 
simple  arches  in  18  trisomy;  increased  ulnar 
loops  in  21  trisomy;  increased  whorls  in  auto- 
somal partial  deletions;  transverse  palmar 
creases  in  numerous  chromosome  abnormali- 
ties, including  21  trisomy;  and  wide,  distal 
ATD  angles  in  the  latter  and  Turner’s  syn- 
drome. 

,\s  a simi)le  aid  to  diagnosis,  more  than  one- 
half  of  chromosome  abnormalities  of  all  types 
have  been  noted  to  include  at  least  one  of  the 
following  four  minor  malformation  features: 

1.  Eyes  slanted  up  or  down 

2.  Loose  posterior  cervical  skin 


VOL.  69-NUMBER  1-JANUARY,  1972 


13 


3.  Deformed  ears 

4.  Wide,  distal  ATD  angle  and  transverse  palmar 
crease. 

If  physical  examinations  are  directed  towards 
defining  multiples  of  the  above  minor  mal- 
formation, the  physician  will  have  clues  as  to 
which  patients  require  more  extensive  inves- 
tigations, i.e.,  chromosome  analyses,  special 
x-ray  examinations,  extensive  family  pedi- 


grees, serological  tests  for  intrauterine  infec- 
tions, and  so  on. 

Accurate  diagnosis  is  the  keystone  to  genetic 
counseling.  Only  with  an  accurate  diagnosis 
nray  the  family  be  reassured  with  regard  to 
future  pregnancies  if  the  condition  is  a spo^ 
radic  event;  or  warned  with  regard  to  future 
pregnancies  if  there  is  high  risk  for  recur- 
rence. 


65  Bergen  Street 


Naming  a New  Drug:  Mythology,  Greek  Etymology,  and  Anagrams  Play  a Part 


By  the  time  the  generic  name  for  a new  drug 
takes  its  place  in  the  pharmacopoeia  it  will 
have  gone  through  a number  of  processes — 
romantic,  as  with  the  titles  deriving  from 
Greek  mythology;  academic,  as  with  names 
from  the  ancient  Greek  etymology;  or  prosaic, 
as  with  those  names  that  are  merely  anagrams 
of  their  molectilar  pedigrees. 

Over  the  past  quarter-century,  the  therapeutic 
drugs  from  Lederle  Laboratories  have  been  of 
the  latter  two  kinds — there  have  been  no 
romantic  designations  like  the  “Mercury”  or 
“Apollo”  space  flights  of  aeronautical  science. 

Two  celebrated  Lederle  Products,  Aureomy- 
cin®  and  Achromycin®  are  examples  of  the 
academic  (Greek  etymology)  approach. 
Aiireo  means  “golden”  and  achro  means  “col- 
orless.” Still  another,  Declomycin®  (with  the 
generic  name  of  demeclocycline)  is  strictly 
anagrammatic. 

With  the  introduction  of  its  latest  broad  spec- 
trum antibiotic,  Minocin®  (minocycline), 
there  is  the  suggestion  that  the  prefix  might 
derive  from  Minos,  the  title  of  the  prehistoric 
kings  of  Crete  whose  symbol,  the  labyrinth, 
signified  the  endlessness  of  the  life  cycle — not 
so.  With  due  respect  for  Greek  mythology,  it 
must  be  pointed  out  that  the  name  minocy- 
cline (and  thus  the  trade  name  Minocin)  rep- 
resents an  anagrammatic  construction  based 


on  amino.  King  Minos  and  the  life  cycle,  un- 
hajjpily,  have  nothing  to  do  with  it. 

Two  rare  catalytic  agents,  palladium  and  rho- 
dium— each  getting  their  names  more  or  less 
directly  from  Greek  mythology-etymology — are 
used  in  the  production  of  Minocin®.  Palladi- 
um derives  from  the  title  of  the  Greek  goddess 
Pallas  Athena,  signifying  “protection”  or 
“safeguard.”  Rhodium  has  a Greek  language 
derivation  meaning  “rose-tinted,”  which 
relates  to  the  color  of  dilute  rhodium  salts. 
Lederle  calls  Minocin®  its  most  “exotic” 
broad  spectrum  antibiotic  in  the  past  twenty 
years. 

Palladium  and  rhodium  are  not  native  to  the 
United  States,  and  where  they  are  mined  to- 
gether— Canada,  The  Netherlands,  the  USSR, 
and  South  .Africa— the  quantity  is  so  small  in 
contrast  with  their  importance  as  chemical 
catalysts  that  their  cost  (rhodium  about  $250 
])er  Troy  ounce)  woidd  be  jjrohibitive,  if 
Lederle  engineers  and  chemists  had  not 
devised  a recycling  system  that  effects  conspic- 
uous economies. 

The  principal  U.S.  refiner  of  palladium  and 
rhodium  is  the  Engelhard  Minerals  and 
Ghemical  Corporation  of  Newark,  New  Jer- 
sey. The  Engelhard  company  supervises  the 
purchase  of  the  platinum  ores  and  assures 
supplies  for  the  production  of  Minocin®. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 

* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchanie  Substitution  for 
1 Bread  and  '/a  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  fashioned 


Exchange  Substitution  for 
1 Heat  and  IV2  Bread 
Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
'/a  Bread  and  ’/a  Fat 

Asparagus.  Cream  of 


Exchange  Substitution  tor 
% Meat  and  Va  Bread 
Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and. 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy 
interesting  and  appealing  meals. 


more  i 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


rhere’s  a 

for  almost  every  patient  and  diet 
..for  every  meal  ^ , 

and,  it’s  made  by  vampOtU 


When  diarrhea 
wrings  the 
weddii^  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

7.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958. 


Lomotil^ 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and.  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage:  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


should  not  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea. sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children:  y 

3-6  mo.. . . '/2  tsp.*  t.i.d.  (3  mg.)  ’’ 
6-12  mo.. . Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vj  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  0093E 


Por  more  detailed  medical  Information  write 
G.  D.  Searle  & Co.,  Medical  Department, 
P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  In  the  Service  of  Medicine 
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WILLIAM  P.  POYTHRESS  & COMPANY,  INC 

S/^ce  /S'S6 


P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


Here  is  a unique  alcoholism  detection  program. 
Whether  it  will  reduce  alcoholism  must  au’ait  follow- 
up of  the  subjects  a fexv  years  from  now. 


Prevention  and  Early  Detection 
of  Alcoholism 


Michael  Shenkman,  M.D./ Westwood* 

Like  other  physicians  I have  had  my  share  of 
patients  with  problems  due  to  alcoholic  bev- 
erages. I have  seen  them  in  all  “facets  and 
phases”  (Marvin  A.  Block) . I have  seen  them 
“dead  stoned”  at  the  beginning  of  week-ends, 
asked  by  their  respective  spouses  “to  dry  them 
out”  and  “make  them  ready”  for  Monday 
morning.  I have  seen  them  in  the  hospitals 
suffering  from  practically  all  the  known  com- 
plications attributed  to  excessive  consump- 
tion of  alcohol  over  a period  of  many  years. 
And  I have  seen  them  dying  from  hepatic 
coma,  cardiovascular  diseases,  fulminating  res- 
piratory infections  or  just  dimming  out  vege- 
tably,  so  to  speak,  with  diffuse  cerebral 
dysfunction  and  atrophy.  I have  noted  young 
adults,  in  their  forties,  who  died  from  all 
kind  of  diseases  but  with  a primary  diagnosis 
of  chronic  alcoholism.  The  dead  and  the  liv- 
ing had  come  from  all  walks  of  life,  both 
sexes,  and  all  trades. 

That  alchoholism  is  an  insidious,  slow- 
progressing,  crippling,  and  killing  disease  was 
never  in  doubt  in  my  mind — at  least  for  the 
last  eight  years.  Paraphrasing  Jellinek,^  all 
those  people  who  “drink  themselves  to  death” 
whatever  the  reason  may  be  are  “out  of 
their  minds”  and  must  be  terribly  sick.  If 
not,  they  would  certainly  not  do  it — would 
they? 

One  afternoon  I was  struck  (not  by  light- 
ning) by  a simple,  self-evident,  logical  idea. 
If  it  takes  10,  15,  and  at  times  20  years  for 
alcoholism  to  be  fully  developed;  if  the  po- 


tential alcoholic  does  not  become  alcoholic- 
ally  sick  “all  of  a sudden,”  why  don’t  we 
“catch  him”  and  detect  his  early  signs  and 
symptoms  due  to  his  drinking,  through  an 
educational  and  preventive  program  on  a 
countywide  level,  under  the  leadership  and 
guidance  of  doctors?  Why  don’t  we  do  exact- 
ly what  the  American  Diabetes  Association  is 
doing  year  after  year  with  their  preventive 
programs? 

I prepared  an  ad  hoc  questionnaire  and  sent 
it  to  Dr.  Marvin  A.  Block.  He  was  all  for  it. 
He  approved  the  questionnaire  and  encour- 
aged me  to  go  ahead.  this  time,  it  gives  me 
so  much  pleasure  to  express  my  gratitude  to 
Dr.  Block  for  the  good  he  did  for  so  many 
people  in  our  community.  I then  presented 
the  plan  to  the  Bergen  County  Medical  Soci- 
ety and  it  was  heartily  approved.  We  encoun- 
tered no  difficulties  in  getting  support  from 
the  State  Department  of  Health.  The  Nation- 
al Council  on  Alcoholism  (northern  area) 
was  more  than  happy  to  go  along,  especially 
with  our  plan  to  run  the  project  in  con- 
junction with  the  Alcoholism  Information 
Month.  The  Bergen  Chapter  of  the  .\merican 
.\cademy  of  Family  Practice  joined  our  pro- 
gram. 

The  Record,  our  county’s  largest  newspaper 
joined  in  the  effort.  Radio  W[RZ  did  the 
same.  Dr.  Rufus  R.  I.ittle,  Siqterintendcnt  of 
Bergen  Pines  County  Hospital,  graciously 
offered  the  hospital  facilities.  We  did  not 
have  “to  draft”  our  doctors — members  of 

•Chairman  of  the  Rcigcn  County  Medical  .Socicly'.s 
Committee  on  .\l(oholism. 
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our  committee  on  alcoholism — they  all  ac- 
cepted enthusiastically  to  serve  as  medical 
examiners  and  interviewers  during  the  pro- 
gram. Several  other  physicians  were  wel- 
comed aboard.  We  prepared  an  ad  hoc  kit  for 
the  doctors  to  be  in  charge. 

To  the  community  of  Bergen,  through  the 
distinguished  reporters  like  William  A.  Cald- 
well and  Roger  Burne,  we  tried  to  be  under- 
standable. We  invited  people  to  come  to  the 
hospital  during  any  of  the  three  evenings 
available.  They  would  be  asked  to  answer  a 
questionnaire  handed  to  them  by  nurses.  We 
reassured  them  that  their  answers  were  pri- 
vate and  confidential.  They  were  assured  that 
they  could  discuss  their  answers  with  a physi- 
cian privately  and  confidentially.  Our  goal 
was  not  to  diagnose,  not  to  treat  alcoholism. 
Our  aim  was  to  detect,  to  pick  up  early  signs 
and  symptoms  due  to  or  in  connection  with 
an  abnormal  pattern  of  drinking  alcoholic 
beverages.  If  the  medical  examiner  could 
find  none,  he  would  have  no  objections  to 
their  way  of  drinking  as  they  did,  inviting 
them  to  come  again  next  year  for  another 
preventive  checkup,  as  they  would  regularly 
do  with  other  preventive  jjrograms  offered  to 
the  community. 

If,  on  the  other  hand,  signs  or  problems  were 
picked  up  by  the  examiner,  advice,  sugges- 
tions, and  recommendations  would  be  given 
on  the  spot. 

Phase  One 

One  hundred  and  thirty  persons,  from  all 
walks  of  life,  both  sexes,  and  all  trades  partic- 
ipated in  Phase  I.  They  filled  out  their 
questionnaire,  discussed  their  answers  with  a 
physician,  and  got  on-the-spot  advice  and 
recommendations  when  called  for.  Sixty-nine 
of  139  were  males;  the  oldest — an  attorney 
of  66;  the  youngest — a student  of  17.  Agewise, 
the  main  distribution  was  found  between  the 
early  forties  and  early  fifties.  Nine  had  been 
divorced,  106  were  married;  eleven  single; 
one  separated;  and  three  were  widowed.  For- 
ty per  cent  left  the  clinics  in  a happy  man- 
ner, for  no  problems  were  elicited  in  their 


drinking  pattern  and/or  related  behavioral 
outlets. 

On  the  other  hand,  60  per  cent  of  the  inter- 
viewed people  showed  deviation  from  an 
inoffensive  pattern  of  drinking  with  prob- 
lems of  a minor  or  greater  extent.  Three 
females  and  eighteen  males  had  serious  prob- 
lems. Fifteen  of  them  gave  consent  for  release 
of  the  data  to  their  family  physicians  or  to 
the  Alcoholism  Treatment  Center  at  Bergen 
Pines  County  Hospital  for  further  help  and 
for  rehabilitative  treatment. 

What  personally  impressed  me  most  was  the 
disillusionment  of  many  people  who  had 
thought  that  alcohol  would  solve  their  prob- 
lem of  loneliness,  boredom,  anxiety,  or  ten- 
sion. 

We  appreciate  the  magnificent  job  done  by 
the  branches  of  the  National  Council  on  Al- 
coholism across  the  country;  by  the  numerous 
chapters  of  Alcoholics  Anonymous,  state  agen- 
cies, and  institutions  which  try  to  disseminate 
the  concept  of  alcoholism  as  a disease.  But 
consider  how  much  greater  is  the  effect  when 
the  same  informative  data  is  received  from 
physicians,  especially  during  a prevention 
program  as  this  one  herein  presented. 

Phase  Two 

During  the  last  week  of  January  1971,  we 
conducted  Phase  II  of  our  Early  Detection 
and  Prevention  Program  on  Alcoholism.  Six 
hospitals  participated,  and  we  thank  the  staffs 
and  administrators  for  cooperation.  Justin  L. 
Faherty,  a reporter  and  medical  writer  cov- 
ered our  program  on  the  pages  of  The  Rec- 
ord. In  every  hospital,  a physician  was  in 
charge  of  the  program.  In  all,  18  doctors 
participated  as  examiners:  4 psychiatrists;  8 
internists,  and  6 general  practitioners.  We  also 
welcomed  the  help  of  2 psychologists,  one 
counselor  on  alcoholism,  and  several  regis- 
tered nurses. 

In  spite  of  the  bitter  cold  and  windy  weather 
during  two  of  the  four  days,  150  persons  par- 
ticipated in  the  program.  This  represented  a 
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Bergen  County  Medical  Society  Alcoholism  Detection  Week 
Phase  II 

General  Information  Questionnaire 

1 . Sex  Age Occupation 

Single.  Married,  Divorced,  Widow  (er).  Remarried— once  or  twice 

Address  Telephone  

Self-employed?  On  a job? How  long?  

Do  you  live  alone? With  spouse? With  children?  

How  many  children? How  old?  

2.  AVhat  kind  of  drinks  do  you  use.  Check  each  one. 

Beer  Wine  Cocktails  Sherry  Whiskey  Brandy  Others  

Do  you  mix  drinks  

3.  IVhen  do  you  drink? 

Only  occasionally  as  weekends  holidays 

In  the  morning  (to  start  the  day)  

At  lunch  time  during  a working  day  

After  work  before  arriving  at  home  

4.  How  many  do  you  drink? 

Bottles  glasses  jiggers cocktails  

5.  Where  do  you  drink?  

6.  Do  you  drink  alone  With  yoitr  spouse  While  at  dinner  time  with  family  

With  friends  With  co-workers \Vhth  strangers  

7.  Why  do  you  drink? 

Because  you  are  bored  To  relax  after  work  To  enjoy  company  

To  get  relief  from  physical  pain  To  get  relief  from  a headache  

To  get  rid  of  stomach  pain  or  distress 

To  get  rid  of  tension,  to  get  relief  from  anxiety 

To  get  rid  of  a hangover  Iti  order  to  sleep  better  

For  self  encouragement  to  obtain  social  ease.  

To  relieve  feeling  of  inadequacy 

8.  Have  you  ever  experienced  a brief  loss  of  memory  after  drinking?  Yes  No  

9.  How  important  is  drinking  to  you?  None Quite  Very  Explain  your  answer. 

10.  What  does  alcohol  do  to  you? 

11.  Do  you  enjoy  company  without  drinking?  Yes No  

12.  How  is  your  tolerance  to  alcohol?  Increased Decreased  No  change 

13.  Can  you  stop  drinking  when  your  friends  still  do?  Yes  No  

14.  Do  you  continue  drinking  when  your  friends  stop?  Yes  No  

15.  Did  you  ever  say  “No”  when  it  seems  to  you  that  you  need  a drink?  

16.  How  do  you  drink?  Sipping Gulping 

17.  How  do  you  space  your  drinks?  Every  hour Less  More 

18.  When  on  a party,  how  many  drinks  do  you  usually  have— 1,  2,  3,  4,  more? 

19.  How  do  you  like  your  drinks:  Straight  Diluted 

20.  When  drinking,  do  you  (1)  measure  into  a glass  

(2)  Pour  direct  into  glass  (3)  Drink  straight  from  bottle  

21.  Do  you  have  at  least  one  drink  every  day? Yes No 

22.  When  on  a party  do  you  know  exactly  how  many  drinks  you  had?  

23.  Do  you  drink  on  an  empty  stomach  with  a meal  after  having  eaten  

24.  Do  you  have  to  have  a drink  at  a special  time  of  the  day  ? Yes No 

25.  Is  there  any  problem  with  your  job  because  of  your  drinking?  Yes  No 

26.  Is  there  any  problem  with  the  police  because  of  your  drinking?  Yes  No 

27.  Is  there  any  problem  with  your  neighbors  because  of  drinking?  Yes No 

28.  Have  you  ever  become  involved  in  an  automobile  accident  hecatise  of  your  drinking?  Yes No 

29.  Do  you  ever  “take  one  for  the  road”?  Yes No  

30.  Is  drinking  endangering  your  health?  Yes No  

31.  Does  your  spouse  approve  of  your  drinking?  Yes  No  

32.  If  above  answer  is  "no”: 

Does  it  cause  problems  at  hotue  (such  as  tension,  arguments,  etc.)  ? Yes No 

33.  If  you  argue,  are  your  children  present?  Yes No  

34.  Were  you  ever  intoxicated  because  of  your  drinking?  Yes  No 

35.  If  the  above  is  “yes”,  how  many  times  during  the  past  6 months?  

36.  How  many  years  have  you  been  drinking  the  way  you  drink  now? 

37.  Do  you  think  you  may  have  a problem  with  drinking?  Yes  No  
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13  per  cent  increase  over  the  last  year’s  partic- 
ipation. In  Phase  II,  there  were  85  men 
and  65  women.  Fifty-four  per  cent  showed 
deviation  from  a healthy  pattern  of  drinking 
or  had  problems  related  to  it.  Forty  per  cent 
of  those  problem  drinkers  were  advised  to  get 
further  help  and  were  referred  to  their  family 
physicians,  or  to  the  Alcoholism  Treatment 
Center  at  Bergen  Pines. 

Inoffensive  drinkers,  without  problems  were 
on  the  increase  this  year  (46  per  cent  com- 
pared to  40  per  cent  last  year).  This  suggests, 
that  the  idea  of  prevention  and  early  detec- 
tion of  alcoholism  is  starting  to  take  roots  in 
the  public  minds  as  a worthwhile  community 
service.  Eighty  persons  said  they  drink  to  en- 
joy company.  Sixty-eight  told  us  they  drink  in 
order  to  relax  after  work. 

The  real  value  of  our  preventive  program 
becomes  evident  upon  examining  the  other 


reasons  given  for  drinking.  Here  they  are: 

50  to  get  relief  from  anxiety 
26  to  obtain  social  ease 
19  to  overcome  boredom 
7 to  decrease  tension 
6 to  get  over  hangovers 
1 “to  achieve  total  escape” 

All  of  the  participants,  so  we  hope,  had  it 
pointed  out  to  them  that  these  factors  would 
never  be  resolved  with  the  use  of  alcohol. 

Twenty-eight  reported  that  they  gulped  their 
drinks.  Not  all  of  the  77  problem  drinkers 
were  gulpers — they  were  drinking  slowly,  and 
slowly  and  gradually  they  got  themselves  into 
their  problems  with  and  through  the  alcohol 
they  consumed. 

Other  pertinent  statistical  data  related  to 
Phase  II  will  be  found  in  the  tabulations. 


Table  1 


Hospital 

# 

M 

F 

Mar 

Re 

Mar 

Bergen  Pines 

65 

34 

31 

45 

4 

Hackensack 

25 

13 

12 

17 

2 

Pascack  Valley 

25 

15 

10 

21 

3 

Valley 

13 

8 

5 

9 

— 

Englewood 

7 

4 

3 

5 

— 

Holy  Name 

15 

11 

4 

14 

— 

Total 

150 

85 

65 

111 

9 

Hospital 

10  to  19^ 

20  to  29 

Table  11 

30  to  39*  • 

Sgl 

Div 

Sep 

W 

No 

Prob 

Tot. 

Prob 

Heavy 

Prob 

10 

1 

1 

4 

41 

24 

9 

5 





1 

11 

14 

3 

1 





12 

13 

6 

3 





1 

3 

10 

5 

1 

1 



— 

2 

5 

3 

_ 



1 

— 

4 

11 

5 

20 

2 

2 

6 

73 

77 

31 

) to  49 

50  to  59 

60  to  69 

70  to  82^ 

Bergen  Pines  1 

Hackensack  — 

Pascack  Valley  — 

Valley  2 

Englewood  — 

Holy  Name  — 

Total  3 


10 

6 

2 

2 

2 

22 


17  19  11 

8 6 5 

6 9 7 

2-8 
1 2 1 

4 5 3 

38  41  35 


6 

1 

1 

1 

1 

10 


1 


1 


•The  youngest  was  18  years  old;  the  oldest,  81  years  old.  i oi 

••Disregarding  the  3 in  the  age  group  under  20  and  the  eleven  above  60,  the  average  age  of  those  tested  was  .44. 


Table  HI 


Hospital 

Total  Prob- 
lem Drinkers 

M 

F 

Average 

Age 

On  the 
Job 

Severe  Prob- 
lem Drinkers 

Bergen  Pines 

24 

19 

5 

39 

20 

9 

Hacken.sack 

14 

10 

4 

44 

7 

3 

Pascack  Valley 

13 

10 

3 

41 

13 

6 

Englewood 

5 

2 

3 

48 

2 

3 

Valley 

10 

5 

5 

43 

7 

5 

Holy  Name 

11 

8 

3 

41 

8 

5 

Total 

77 

54 

23 

43 

57 

31 

M 

7 

2 

6 

1 

3 

3 

22 


Average  On  the 
F Age  Job 

2 40  8 

1 44  1 

_ 41  6 

2 45  1 

2 50  4 

2 31  4 

9 42  24 
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Conclusion 

Alcoholism  can  be  prevented  and  arrested.  It 
can  be  prevented,  to  a great  extent,  through 
a coordinated,  planned  jjiogram  under  the 
leadership  of  organized  medicine.  The  voice 
of  every  physician  should  be  heard  when  he 
comes  in  contact  with  patients  showing  early 
signs  or  symptoms  due  to  drinking  alcohol. 
Let  all  medical  societies  in  the  USA  organize 
and  promote  preventive  programs  like  this 
one.  This  will  have  an  impact  in  the  second- 
ary prevention  of  a disease  which  afflicts,  ac- 
cording to  the  latest  data  available,  nine  mil- 
lion Americans. 
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Self-Study  in  Clinical  Cardiology 


An  audio-visual  lecture  series  which  presents 
practical  reviews  of  common  problems  in  the 
clinical  practice  of  cardiology  is  available  for 
self-study  by  physicians  and  as  an  aid  in 
teaching  programs. 

Prepared  by  AHA’s  Committee  on  Medical 
Education,  the  kits  consist  of  a standard  tape 
cassette  recording  for  use  on  any  cassette 
player,  a set  of  35  mm  slides,  and  a booklet  of 
black  and  white  reproductions  of  the  slides. 
For  the  physician  who  does  not  wish  to  use  a 
projector  or  viewer,  the  cassette  lectures  may 
be  followed  through  the  slides  as  reproduced 
in  the  accompanying  booklet.  Five  of  this 
series  are  now  available  through  the  Ameri- 
can Heart  Association,  44  East  23rd  Street, 
New  York  10010. 

Number  one,  “Examination  of  the  Arterial 
System,”  emphasizes  the  common  physical 
findings  in  occlusive  arterial  disease  and  the 
practical  diagnostic  procedures  which  can  be 
carried  out  in  the  office. 


Number  two,  “Modern  Pharmacological 
Management  of  Systemic  Hypertension,”  re- 
views antihypertensive  agents  and  their  he- 
modynamic and  side  effects.  Included  are  sug- 
gested programs  of  treatment  and  a summary 
of  the  regimen’s  effectiveness. 

Number  three,  “The  Stroke  Syndrome:  Clin- 
ical and  Diagnostic  Aspects,”  is  by  Gilbert  S. 
Ross,  M.D.  and  Arthur  Klassen,  M.D. 

“Diagnostic  and  Therapeutic  Use  of  Atrial 
Pacing,”  number  four  in  the  series,  describes 
the  use  of  atrial  pacing  in  diagnosis,  reviews 
its  therapeutic  uses,  and  presents  case  histories. 
Implantation  is  discussed. 

Number  five  in  the  series,  "Approaches  to 
Sudden  Death  From  Coronary  Heart  Di.s-. 
ease,”  summarizes  current  knowledge  about 
causes  of  sudden  death  from  coronaries.  It 
explores  the  relationship  of  ventricular  pre- 
mature beats  to  sudden  death,  and  discusses 
the  effectiveness  of  antiarrhythmic  drugs. 
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Announcing 

Roche  Clinical  Laboratories 


A New  Commitment  in  Health  Care 


Computerized 
Quality  Control 
k to  prevent  error 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 

Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  all  part  of 
this  rapid,  accurate  diagnostic  service. 

The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


ROCHE 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell,  New  Jersey  07006 

Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories  Services 

QPlease  send  the  Roche  Clinical 
Laboratories  Reference  Manual 

□ Please  have  a Roche  Professional 
Representative  contact  me 

Doctor 

Address 

City  State 

Zip  Tel  No 


Still  serving... 

Miltown^ 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  NJ.  08512 


Physiciam  have,  perhaps,  not  been  fully  aware  of 
their  responsibilities  both  in  the  recognition  and 
follow-up  of  battered  children. 


Management  and  Follow-up 
of  Child  Abuse 


John  G.  Cosgrove,  ACSW/ Newark* 

In  July  of  1970,  for  several  reasons,  we  at 
Martland  began  to  look  more  closely  at  the 
problem  of  child  abuse  as  it  presented  itself 
at  our  hospital.  There  was  concern  on  the 
part  of  the  staffs  of  the  Pediatric  and  Social 
Service  Departments  about  these  children 
and  what  happened  to  them  before,  during, 
and  after  the  time  that  they  were  known  to 
us. 

It  was  hoped  that  this  would  enable  us  to 
evaluate  the  efficacy  of  our  management  of 
these  situations.  Furthermore,  we  wanted  to 
give  some  feedback  to  the  house  staff  and 
medical  students  concerning  what  happened 
to  abused  children  after  they  left  us.  The 
positive  involvement  and  interest  of  the  staff 
and  students  might  thus  be  engaged  in  an 
area  which  should  be  an  essential  part  of 
their  training.  This  was  particularly  impor- 
tant because  there  seemed  to  be  some  skepti- 
cism, or  at  least  uncertainty,  as  to  whether 
what  was  being  done  with  and  for  the  chil- 
dren was  effective  or  constructive. 

Coinciding  with  the  study  was  the  beginning 
of  a particular,  if  limited,  effort  on  the  part 
of  the  author  with  suspected  child  abu.se  cases 
at  Martland.  I accjuainted  myself  with  the 
law  governing  reporting  of  the.se  incidents  by 
hospitals  and  physicians.^  I also  got  to  know 
the  personnel  and  procedures  of  the  agencies 
directly  and  indirectly  designated  by  that  law 
to  act  on  the  reports.^  Thus  I was  available 
to  consult  with  the  staff  on  these  matters.  In 
addition,  all  reports  to  the  prosecutor  were 


channeled  through  me  and  I coordinated  the 
contribution  of  the  hospital  on  behalf  of  the 
child  and  family  with  that  of  the  other  agen- 
cies. This  involved  anything  from  relaying  a 
message  from  the  Bureau  of  Children’s  Ser- 
vices to  the  family,  to  helping  to  construct  an 
individualized  treatment  plan  with  the  family 
and  other  agencies. 

While  the  parents  were  told  that  the  hospital 
had  a legal  obligation  to  report,  it  was  ex- 
plained that  we  were  primarily  motivated  by 
concern  for  their  child  and  them.  Our  ap- 
proach was  neither  one  of  condemnation  nor 
a condoning  of  what  might  have  happened. 
An  attempt  was  made  to  create  an  atmos- 
phere of  acceptance  of  the  parents  as  people 
and  to  convey  a willingness  and  capacity  to 
help. 

It  can  be,  of  course,  difficult  to  achieve  these 
goals  in  the  face  of  severe  injury  or  the  hos- 
tile or  unconcerned  demeanor  of  the  parents. 
At  such  times  it  helped  to  keep  in  mind  that 
there  was  usually  a tragic  and  painful  pa- 
rental history  which  found  expression  in  the 
abuse.  Remembering  this  can  also  help  to 
attune  one  to  those  cities  of  past  difficulties 
which  hold  the  key  to  the  resolution  of  the 
present  problem.  Fhese  parents  often  have 
had  great  difficulty  in  forming  any  kind  of 
trusting  relationship  with  anyone. 

• Mr.  (xisgrovc  is  Pediatric  .Social  tVorkcr  at  llic  Mart- 
land  Hospital  t'liit  (CMl)NJ)  in  Newark. 

iC'.h.  .SO,  9:()-8,  Re\iscd  Statutes 

-Pro.senitor,  local  police,  and  the  New  Jersey  linreaii 
of  Children's  Services  (BC.S) 
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A very  practical  reason  for  a careful  receptive 
approach  would  be  to  ensure  the  cooperation 
of  the  parents  in,  at  least,  the  immediate 
protection  and  treatment  of  the  child.  At 
present,  a hospital  does  not  have  the  authori- 
ty to  hold  a child  against  the  will  of  the 
parents  until  the  question  of  possible  abuse 
has  been  cleared.  The  alternative  mecha- 
nisms for  protection  of  the  child  can  be  trau- 
matic to  all  concerned,  as  well  as  too  slow. 

I attempted  to  remain  involved  with  the 
families  beyond  the  reporting  stage.  During 
the  initial  trying  period  of  the  investigation 
parents  often  can  see  only  what  appears  to  be 
an  accusatory  or  punitive  procedure.  W'heth- 
er  this  perception  is  correct  or  not,  it  only 
confirms  in  them  a method  of  dealing  with 
problems  with  which  they  are  already  only 
too  familiar. 

Clearing  up  misunderstandings  between  the 
parents  and  investigating  agencies  or  clarify- 
ing the  role  of  the  latter  can  be  quite  hel])ful 
in  diminishing  the  likelihood  that  the  family 
will  be  unreceptive  to  rehabilitative  efforts. 

Lotig  term  follow-up  was  secured  on  virtually 
all  of  our  cases  when  children  remained  in 
their  homes.  Most  often  this  was  automatic 
when  abuse  was  verified.  However,  at  other 
times  it  was  attained  by  encouraging  accept- 
ance by  the  parents  of  the  services  of  the 
BCSf;  a combination  of  agencies  ^vhose  coor- 
dinated services  would  best  meet  the  needs  of 
the  family;  or  failing  these,  the  acceptance  of 
any  involvement  by  any  responsible  party 
who  could  monitor  the  welfare  of  the  child. 

(Continuous  help  to  the  family  is  essential, 
especially  in  situations  where  the  outcome 
must  be  in  opposition  to  the  parent.s’  wishes, 
e.g.  removal  of  the  child.  Anything  less  is 
shortsighted  for  that  is  where  the  problem 
began  and  where  it  could  once  again  apjjear. 
It  is  not  humane  to  abandon  troubled  and 
unhappy  people  who  have  just  sustainetl  yet 

t Hureaii  of  Children’s  .Services 


another  insult  to  their  integrity.  In  these  situ- 
ations, ongoing  counseling  was  offered  from 
our  staff  or  use  of  other  resources  was  encour- 
aged. 

Having  described  the  origin  of  our  interest 
in,  and  our  management  of,  child  abuse  there 
will  follow  an  analysis  of  the  cases  we  saw 
during  a one  year  period — what  these  chil- 
dren were  like,  why  they  came  to  us,  and 
tvhat  has  happened  to  them  since  they  were 
reported. 

I'he  study  covered  the  period  from  mid  July 
1970  to  mid  July  1971.  Three  quarters  of  the 
cases  are  more  than  seven  months  beyond  the 
reporting  stage.  W'hile  a review  over  a longer 
period  of  time  will  be  of  gieater  interest  and 
importance,  nine  months  is  a significant 
lime. 

Number  and  Distribution  of  Cases 

The  total  number  of  children  who  are  icien- 
lified  as  “possibly  abused”  is  always  too  high 
since  even  one  is  unacceptable.  Unfortunate- 
ly, we  must  expect  that  we  'ivill  continue  to 
see  them.  In  our  survey  fifteen  children  were 
re]3orted  to  the  prosecutor  during  this  period 
as  being  “possible  victims  of  abuse.”  One  can 
be  certain  that  there  were  more.  For  many 
reasons,  several  of  which  we  cannot  control, 
some  rases  will  not  be  identified.  It  is  certain 
that  those  which  were  identified  were,  by 
clinical  evidence  and/or  patient  or  parent 
behavior,  fairly  clear.  No  cases  were  reported 
in  July  and  October  of  1970  and  Januar)-  of 
1971.  However,  there  was  no  definite  seasonal 
jiattern. 

Family  Structure  and  Characteristics 

I here  will  be  no  attempt  to  describe  the 
structure  and  characteristics  of  the  families 
involved.  In  general,  they  were  representative 
of  the  community  we  sene  in  terms  of  race, 
social  and  economic  status,  education,  com- 
position, and  so  on.  There  is  simply  no  easy 
way  of  identifying  potentially  abusive 
families. 
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With  little,  if  any,  exception  the  literature 
would  lead  us  to  expect  that  we  would  have 
had  more  male  than  female  victims.  Our  pa- 
tients conformed  to  this  pattern,  nine  of 
them  being  male,  six  female.  It  is  usually 
held  that  boys  are  more  difficult  to  handle 
than  girls  during  the  early  years.  Since  bat- 
tered children  are  most  often  vulnerable  in- 
fants, toddlers  and  pre-schoolers,  this  ac- 
counts for  the  over-representation  of  Ijoys. 
Abused  children  are  usually  found  to  be 
quite  young.  This  proved  to  be  true  with  our 
children:  0 to  6 months — 4;  6 to  18  months — 
3;  18  months  to  3 years — 3;  3 to  6 years — 1; 
and  6 and  over — 4 (oldest  9 years  and  two 
months). 

Two  thirds  were  under  three  years  of  age. 
7’he  average  age  was  three  years  seven 
months  and  the  median  age  twenty-one 
months.  The  victims  are  most  frequently 
small,  defenseless,  and  spend  most  of  their 
time  within  the  confines  of  the  home. 

Injuries 

To  make  for  a comprehensible  overview  of 
the  injuries  sustained  the  following  categories 
were  established: 

Head  Trauma — This  includes  what  are  cer- 
tainly serious,  if  not  the  most  serious,  in- 
juries—skull  fractures  and  subdural  hemato- 
mas. Three  children  sustained  fractures,  one 
multiple  and  one  including  subdural  hemato- 
ma. 

Other  Fractures — This  category  involves  all 
fractures  in  areas  other  than  the  skull.  Six 
children  suffered  these  injuries.  In  four  of  the 
instances  the  fractures  were  multi]>le. 

Burns — Two  children  were  burned,  one  seri- 
ously and  one  secondary  to  more  substantial 
soft  tissue  trauma. 

Malnutrition — One  child  was  severely 
malnourished.  Growth  hormone  deficiency 
had  first  been  susjiected  but  stdjscquent 
growth  in  a foster  home  has  been  spectacular. 


Soft  Tissue  Trauma — All  of  the  children,  save 
two,  sustained  soft  tissue  trauma.  This  covers 
bruises,  scratches,  welts,  lacerations,  and  the 
like.  They  ranged  from  minor  and  isolated 
wounds  to  extensive  and  varied  injuries.  Five 
children  had  no  other  evidence  of  abuse  than 
soft  tissue  trauma.  The  pervasiveness  of  this 
injury,  then,  would  seem  to  be  of  important 
diagnostic  significance. 

During  the  period  of  this  study  “only”  one  of 
the  fifteen  children  was  known  to  have  been 
abused  again.  This  is  encouraging  since  child 
abuse  has  been  looked  on  as  a chronic  prob- 
lem with  repetition  the  rule  rather  than  the 
exception.® 

The  present  situation  of  most  of  the  children 
we  did  report  is  very  much  brighter  since 
then.  One  child  who  was  initially  placed  in 
foster  care  has  since  been  returned  to  his 
home.  Eight  others  are  still  with  their 
families.  It  was  not  possible  thoroughly  to 
assess  the  quality  of  care  in  these  homes  but 
there  seems  to  have  been  some  improvement 
in  most,  in  a few  quite  obviously.  In  one 
instance  abuse  has  reoccurred,  in  one  or  ttvo 
others  there  has  been  little  discernible  im- 
provement. In  these  cases  the  supervision 
and,  if  possible,  the  treatment  continues. 

In  addition  to  the  one  child  since  returned, 
five  more  children  had  to  be  removed  from 
what  was  considered  an  inadequate  or  dan- 
gerous situation.  They  are  all  still  in  foster 
care  and  three  are  reported  to  be  doing  espe- 
cially well.  Foster  care  rather  than  placement 
with  relatives  had  to  be  utilized  in  five  of  the 
six  cases,  which  says  something  for  social  iso- 
lation as  a possible  factor  in  child  abuse. 

Conclusions 

1.  What  has  been  described  here  is  a brief 
overview  of  the  management  and  follow-up 
of  child  abuse  cases  in  our  hospital  over  the' 
period  of  a year,  including  the  specific  input 

.srnCorumaU'ly,  a .second  cliild  from  llie  oripnal 
group  lias  since  returned  to  llie  hospital  with  what  is 
either  a repetition  or  complications  from  the  original 
injury. 
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employed  and  the  philosophy  that  undergird- 
ed it.  Abuse  is  considered  symptomatic  of 
chronic  pathology  in  the  home  environment 
of  the  child.  Abuse  aroused  strong  emotional 
reactions  that  could  be  destructive.  Both  fac- 
tors had  to  be  considered  in  the  initial  ap- 
proach and  continuing  work  with  each  case. 

2.  Immediate  treatment  and  protection  of 
the  child  were  looked  on  as  only  the  first  step 
in  proper  management.  Long  term  follow-up 
was  considered  essential  to  the  well  being  of 
the  child  and  for  rehabilitation  of  the  family. 

3.  Understanding  of,  and  cooperation  with, 
the  investigating  and  other  community  agen- 
cies was  important  throughout  these  efforts. 

4.  There  was  little  about  the  children  who 
came  to  us  that  would  make  for  easy  or  early 
identification.  However,  there  are  two  areas 
not  usually  given  much  diagnostic  signifi- 


cance that  perhaps  deserve  closer  attention  by 
physicians  and  others  working  with  children — 
insufficiently  explained  soft  tissue  trauma  and 
the  social  isolation  of  the  family:  i.e.,  the 
absence  of  relatives  or  other  persons  willing 
and  able  to  provide  support  or  substitute  par- 
enting. 

5.  It  would  be  interesting  to  compare  similar 
analyses  in  other  hospitals  and  communities. 
If  this  presentation  serves  to  create  enough 
interest  to  accomplish  this  it  will  have  been 
worthwhile. 

6.  It  is  also  hoped  that  some  optimism  will 
be  generated,  for  it  would  appear  that  the 
cooperative  efforts  of  the  hospital  and  com- 
munity agencies  have  had  some  degree  of 
effectiveness  despite  limitations  of  time  and 
resources.  This  is  even  more  encouraging 
when  viewed  in  terms  of  the  potential  for 
even  greater  effectiveness. 


65  Bergen  Street 


Education  of  Health  Manpower 


Expected  to  be  signed  into  law  shortly,  is 
health  manpower  legislation  that  will  author- 
ize almost  three  billion  dollars  in  aid  to 
health  profession  students  and  their  schools 
in  the  next  three  years — and  provide  the  facil- 
ities and  programs  to  close  the  manpower 
shortages  in  the  health  professions  within  sev- 
en years. 

Medical  schools  would  receive  $11,500  for  the 
full-term  cost  of  training  each  student.  Each 
school  would  receive  $2,500  per  student  per 
year  for  the  first  three  years  of  training.  The 
grant  rises  to  $4,000  for  the  year  of  gradua- 
tion. In  order  to  encourage  swifter  training, 
three-year  schools  would  receive  $13,500  based 
on  $2,500  for  each  of  the  first  two  years  and 
$8,500  for  the  third  year. 


Each  school  would  be  required  to  enroll  an 
additional  five  per  cent  of  students,  or  five 
students — whichever  is  the  greater — to  quali- 
fy for  assistance.  An  extra  $1,000  a year 
would  be  awarded  schools  for  each  student 
exceeding  this  total.  The  legislation  will  also 
help  establish  five  new  medical  colleges. 

Additional  authorizations  would  provide 
$270  million  for  health  manp>ower  education 
initiative  awards  to  alleviate  manpower  shor- 
tages and  to  train  new  types  of  personnel, 
and  $412  million  for  special  project  grants 
for  programs  in  family  medicine,  physician 
assistant  training,  and  others.  The  bill  contin- 
ues support  for  scholarship  and  student  loans 
at  increased  levels,  as  has  been  provided  here- 
tofore. 
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NOW! 

PRICE  CUT 

5C« 

FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


THE  AMPICILUN 
DERIVAnVE 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


When  you  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessa 
for  optimal  control  with  insulin  are  also  necessary  with  Orinas 
The  patient  on  Orinase  must  be  fully  instructed:  about  tl 
nature  of  his  disease;  how  to  prevent  and  detect  complicatior 
how  to  control  his  condition;  not  to  neglect  dietary  restrictior 
develop  a careless  attitude  or  disregard  instructions  relative 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  • 
fection;  how  to  recognize  and  counteract  impending  hypog  • 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  hi* 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  » 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  f 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  til 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiaz  i ! 
diuretics  are  administered  which  may  result  in  aggravation  1 j 
diabetic  state  and  increased  tolbutamide  requirement,  tem;  - 
rary  loss  of  control,  or  even  secondary  failure;  treating  patie  s j 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  ah 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hy  |-  i 
glycemia  which  may  require  corrective  therapy  over  seveil  I 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sf-  I 
gical  procedures  where  temporary  return  to  insulin  or  additr  , 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dink-  i 
ished  in  patients  receiving  therapy  with  beta  blocking  ager^.  I 

As  some  diabetics  are  not  suitable  candidates,  it  is  esseral  j 
that  the  physician  familiarize  himself  with  the  indications,  lirts  ' 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  id  I 
during  the  initial  test  period  should  communicate  with  the  phii-  ! 


Today  you 
hayeyourown. 


Ilf  yoiiVe  around  40  or  4^, ) ou’\c 
robably  had  quite  a bit  of  clinical  experience 
ith  Orinase. 

: Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
’it  about  it. 

On  the  one  hand,  you  know  that  diet 
id  w'eight  control  are  the  initial  and  essential 
)Lindations  for  the  management  of  adult- 
nset,  non-ketotic  diabetes.  W hen  these 
leasures  prove  satisfactory,  no  additional 
lerapy  is  indicated.  On  the  other  hand,  you 
now  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  cffectivel)'  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know^  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  sex  ere  hypogh  cemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  \ ouVe 
familiar  with,  and  probably  ha\  e confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


51  cian  daily,  and  during  the  first  month  report  at  least  once  weeKly 
iiT  for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
I lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
ii  obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
lii  ness  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
j maintaining  standard  diet  regulation.  Uncooperative  patients 
^ should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
I tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
I to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
[ diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
t insulin  is  indispensable. 

, If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
; propriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice):  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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DAN  BELUICCI,! 
THREE  GALLONS  OF 


AMERICAN 


HERO 


Dans  just  given  another 
pint.  Of  his  precious 
Type  O Negative. 
Dan  happens  to  be 
one  of  our  three  gallon 
blood  donors.  Which 
means  he’s  helped 
other  human  beings 
to  live  well  over  two 
dozen  different  times. 
Says  Dan,  “If  you  can 
stand  a little  pin  prick, 
you  can  stand  to  give 
blood.  It  absolutely 
doesn’t  hurt.  How  do 
1 feel  when  it’s  over? 
How  would  you  feel 
if  you  knew  that  by 
just  lying  down  for 
five  minutes... you 
could  help  another 
man,  woman  or  child 
to  live?  I feel  great!” 
And  we  have  news 
for  Dan.  He  is  great. 
Are  you  sure  you 
haven’t  got  a few 
minutes  to  spend 
in  your  American 
Red  Cross  Blood 
Center  this  week? 

Are  you 
absolutely  sure? 
The  American 
Red  Cross.  H 

PEOPLE  UKE  YOU  HELPING  PEOPLE  UKE  YOU.  iBl 
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advertising  contributed  for  the  public  pood 
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(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
' tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  greet  coution  in 
I potients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur 
ing  first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  charocteristic  of  sympothomimetic  agents,  if  may 
occosionolly  couse  CNS  effects  such  as  insomnio,  nervousness,  dizziness,  onxiety, 
ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported,  in  o few  epileptics 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  include  ones  such  as  tochycardio,  precordlol  poln, 


orrhythmio,  polpitotion.  and  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  a heolihy  young  mole  ofter  Ingestion  of 
diethylpropion  hydrochloride;  this  wos  an  Isolated  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomeno  reported  Include  such  conditions  os  rosh. 
urticoria,  ecchymosis.  and  erythemo.  Gostrofntestino/  effects  such  ^s  diorrheo, 
constipation,  nausea,  vomiting,  ond  obdomlnol  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  morrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  mlscelloneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hair  loss,  muscle  poln,  decreased 
libido,  dysurla,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIl  Ten-tab  toblets.  One  75  mg,  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m  );  TEPANIL;  One  25  mg  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  on  additionol  tobief  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  Is  not 
recommended.  i sjis  (letn 

MERRELL-  NATIONAL  LABORATORIES 

Djvision  of  RKhardson-Merrell  Inc 
Cincinnati,  Ohio  4S21S 


^Merrell^ 


Painful 
night  leg 
cramps... 


un\Adcome 
forany  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


N Ml 

Merrell  jdu 

Ci 

Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Prescribing  Information  — Composition:  Eoch  white,  beveled,  compressed  toblet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  tng.  Indications:  For  the 
prevention  ond  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinol  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upan  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  fallowing  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.jsoxjoso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnoti,  Ohio  45215  Trademark:  Quinamm 


Specific  therapy  for  night  leg  cramps. 


Sometimes  the  “conservative”  approach  may,  as  here 
suggested,  be  the  radical  avenue  of  attack. 


I The  Conservative  Approach  to 
Ovarian  Enlargements* 


William  J.  Sweeney  III,  M.D./New  York 

The  conservative  approach  to  ovarian  en- 
largements is  here  presented  through  two 
avenues:  (1)  The  prospective  management  of 
the  patient  who  was  examined  and  found  to 
have  ovarian  enlargements  or  (2)  the  pro- 
spective therapy  of  the  operative  patient  in 
whom  the  histologic  reasons  for  the  ovarian 
enlargement  were  known.  It  is  a different 
matter  to  lecture  on  the  approach  to  a histo- 
logically proved  dermoid  cyst  of  the  o\ary 
than  it  is  to  discuss  the  management  of  a 
twelve-year  old  child  in  whom  a large  pelvic 
tumor  is  found. 

Conservative  by  definition  is;  (a)  tending  to 
favor  the  preservation  of  the  existing  order, 
(b)  moderate,  prudent,  cautious,  and  (c)  tra- 
ditional in  manner  or  style.  However,  we 
have  all  knowm  situations  where  a more  ex- 
tensive operative  procedure  may  be  the  more 
conservative  approach.  For  example,  total  al)- 
dominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  may  be  a radical  operation  in 
a young  women  with  acute  pelvic  inflamma- 
tory disease  with  a ruptured  abscess;  it  may 
be  a conservative  approach  to  her  life.  There- 
fore, we  do  not  necessarily  ecpiate  conserva- 
tism with  less  than  adequate  therapy. 

Ovarian  Enlargement  in  Childhood 
and  Adolescence 

Almost  all  textbooks  apply  the  five  centime- 
ter rule  when  discussing  ovarian  enlargement 
in  this  age  group,  but  it  has  been  our  experi- 
ence (especially  in  the  children  or  early  tecn- 
age  girls)  that  rarely  do  we  have  the  opportu- 
nity of  finding  and  following  an  ovary  less 


then  five  centimeters  in  size.  Most  children 
with  ovarian  enlargements  are  not  seen  until 
the  tumor  is  much  larger  and  indeed  has 
become  an  abdominal  organ. 

Now  that  we  are  .seeing  more  young  and  late 
adolescents  then  ever  before  (l)ecause  of  re- 
quests lor  birth  control  pills)  we  have  the 
opportunity  to  observe  earlier  ovarian  tu- 
mors, cysts,  thickenings,  or  neoplasms  in  this 
age  groiq).  We  are  also  seeing  more  adnexal 
jjathology  due  to  inflammatory  processes. 

What  should  be  our  conservative  approach  to 
the  sixteen-year  old  girl  who  presents  herself 
for  birth  control  pills  and  in  whom  we  find  a 
five  centimeter  cystic  right  ovary?  I suggest 
that  we  would  reexamine  this  patient  the 
following  month  at  a different  time  in  her 
cycle  and  if  there  were  no  change,  follow  her 
at  prescribed  intervals.  What  should  be  done 
for  the  fifteen-year  old  with  amenorrhea  or 
oligomenorrhea  in  whom  bilaterally  enlarged 
ovaries  are  felt?  Is  it  conservative  merely  to 
rea.ssure  the  young  lady  and  her  mother  that 
all  will  be  well,  or  should  the  child  Ite  sid)- 
jected  to  a mintite  search  for  the  endocrinolo* 
git  or  functioning  ovarian  tumor  causing  her 
amenorrhea?  I woidd  cast  my  vote  on  the 
traditional  conservatite  side  here  and  in  the 
absence  of  other  signs  and  symptoms  (bur- 
ner’s, drtig  addiction,  hirsutism,  enlarged  cli- 
toris, and  so  on)  would  stiggest  clo.sc  supervi- 
sion of  diet  (especially  in  the  obese  or  slightlv 

•Read  before  the  Setlion  on  OI)sicirie.s  and  Gynccol- 
og\'.  2()")ili  .-Vninial  Meeting,  The  Medical  .Society  of 
New  Jersey,  Atlantic  City,  Stay  Hi,  1971.  Dr.  Sweenev 
is  Professor  of  Obstetrics  and  Gynecology  at  the 
Cornell  Unitersity  Medical  College,  and  Attending 
Obstetriciiin  and  C.ytiecologist  at  the  New  York  Hos- 
pital. 
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chubby  child) , a minimal  thyroid  evaluation, 
and  a course  of  jarogesterone.  If  menses  fol- 
lows, I would  repeat  this  therapy  for  several 
months  and  then  withhold  this  drug  and  ob- 
serve her.  In  many  cases,  normal  regular  peri- 
ods follow.  If  amenorrhea  returns,  one  would 
be  justified  either  in  a continuation  of  the 
progestational  agent  or  the  search  for  the 
cause  of  the  abnormal  cycles  and  ovarian  en- 
largement. I see  little  justification  in  an 
immediate  expensive  “full-work-up”  in  all  of 
these  young  women.  Wilkins^  reported  that 
in  3000  patients  referred  for  an  endocrine 
study,  only  846  had  true  endocrine  problems. 
Neither  do  I see  the  need  for  bilateral  wedge- 
resections  or  clomiphene  citrate  in  these 
young  patients.  Southam^  states  that  such 
drugs  in  adolescents  are  justified  only  when 
more  frequent  ovulation  might  increase  fer- 
tility. I wager  that  there  are  not  many  fifteen- 
sixteen-year  olds  brought  in  by  their  mothers 
who  desire  to  increase  their  fertility. 

However,  what  of  the  twelve-year  old  who  is 
seen  because  of  an  enlarging  abdomen  with 
the  finding  of  a large  intra-abdominal  mass? 
Here  the  conservative  approach  is  no  longer 
a “moderate,  prudent,  and  cautious”  one.  In 
this  case,  a complete  “full  work-up”  should 
be  instituted  at  once  with  all  the  diagnostic 
modalities  employed  and  fully  evaluated.  In 
any  event,  surgical  exploration  is  mandatory! 
What  is  our  conservative  responsibility  to  the 
parents  in  this  case?  They  should  be  fully 
informed  of  the  possibility  of  a malignancy 
and  the  gynecologic  surgeon  should  have  full 
authority  to  remove  those  structures  necessary 
at  the  time  of  operation.  Anything  less  than 
this  is  not  conservative,  but  radical.  Once  the 
abdomen  is  opened  the  decision  becomes 
even  more  difficult  to  make.  Even  the  most 
radical  surgeon  is  aware  of  his  desires,  the 
desires  of  this  twelve-year  old  girl,  and  the 
desires  of  her  parents  to  maintain  her  normal 
reproductive  potential.  Yet,  in  certain  tu- 
mors, extirpation  of  both  ovaries  and  uterus 
is  the  proper  approach.  In  some  instances, 
such  as  dermoid  cysts,  the  surgeon’s  decision  is 
easier.  Enucleation  of  these  tumors  with 
preservation  of  ovarian  tissue  is  the  correct 
and  conservative  approach.  The  contralateral 


ovary  should  always  be  bisected  and  inspected 
for  early  foci  of  neoplasm  and  removal  of 
them.  What  about  the  dysgerminoma?  Here  is 
a tumor  with  acknowledged  malignant  poten- 
tial. Yet  there  is  vehement  disagreement  as  to 
the  projDer  conservative  approach.  Whelton® 
sums  it  up  best  when  he  states,  “At  the  time 
of  surgery,  the  gross  specimen  should  be 
immediately  examined  by  the  pathologist  and 
a frozen  section  performed  on  a representa- 
tive part  of  the  tumor  and  from  any  other 
sections  which  have  different  gross  character- 
istics. The  demonstration  of  any  coexisting 
malignancy  arising  from  germ  cell  origin  re- 
quires radical  treatment  in  every  instance. 
With  this  exception;  if  no  gross  evidence  of 
dissemination  is  observed,  the  opposite  ovary 
is  bisected  to  the  hilar  region  and  a slice 
biopsy  of  the  ovarian  substance  taken,  using 
clean  instruments  and  a change  of  gloves. 
With  the  aid  of  a cryostat,  an  immediate 
microscopic  report  on  this  tissue  can  be  ob- 
tained. Gross  or  microscopic  involvement  of 
the  contralateral  ovary  requires  bilateral  sal- 
pingo-oophorectomy  and  hysterectomy.  The 
same  therapy  is  indicated  in  older  women  or 
in  any  patient  who  has  already  had  her  fami- 
ly, even  though  the  opposite  ovary  is  thought 
to  be  uninvolved.  Normal  gross  findings  on 
bisection  of  an  ovary  supported  by  negatite 
miaoscopic  examination  of  an  ovarian  biopsy 
favor  the  reasonable  conclusion  that  no 
metastasis  is  present,  and  in  young  patients 
the  ovary  should  not  be  excised.” 

Ovarian  Enlargement  in  the 
Childbearing  Age 

In  this  age  group  (18  to  40)  we  find  ourselves 
with  the  luxury  of  jreriodic  examinations. 
Here  we  have  the  opportunity  to  follow  the 
small  ovarian  enlargements  and  apply  the 
time-honored  (but  perhaps  erroneous)  five 
centimeter  rule. 

Even  here  there  is  a change  in  our  conserva- 
tive attitude  as  the  patient  approaches  forty. 
In  primary  ovarian  surgery  in  the  young 
woman  the  place  for  a conservative  approach 
is  both  at  the  preoperative  examination  and 
at  the  operating  table.  The  conservative  ap- 
proach for  the  older  woman  is  more  at  the 
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preoperalive  examination  and  less  at  the  ta- 
ble. Our  problem  in  the  older  age  group  is 
not  only  the  conservative  approach  to  the 
ovarian  enlargements,  but  the  conservative 
approach  to  the  normal  ovaries.  We  all  agree 
that  an  ovarian  cyst  or  solid  enlargement  6 to 
7 centimeters  in  diameter  in  a forty-year  old 
patient  requires  exploration.  But  do  we  agree 
that  the  normal  ovaries  should  be  permitted 
to  remain  in  a woman  of  forty  undergoing  a 
hysterectomy  for  myomas?  Each  of  us  must 
have  an  age  where  we  allow  normal  ovaries  to 
remain  and  above  which  we  prophylactically 
remove  them.  No  one  will  be  correct  100  per 
cent  of  the  time,  and  there  will  always  be  the 
one  case  to  haunt  us  forever — the  woman  of 
fifty-five  who  develops  carcinoma  in  the 
ovaries  we  left  behind  at  age  forty.  While  not 
adamant  about  the  age  one  chooses  to  remove 
ovaries,  I am  strongly  against  the  concept  of 
removing  one  normal  ovary  and  leaving  the 
other  normal  ovary  behind.  Either  we  have  an 
indication  to  remove  Ixtth  ovaries  or  we  have 
an  indication  to  leave  both  ovaries. 

There  is  one  type  of  ovarian  enlargement 
seen  in  this  group  which  should  certainly  be 
treated  in  a conservative  manner.  This  is  the 
patient  who  develops  bilateral  ovarian  cysts 
while  being  treated  with  clomiphene  citrate, 
ft  is  imperative  that  a careful  history  be  taken 
concerning  all  medications  and  treatments 
that  a patient  might  be  taking.  I recently  saw 
a patient  who  had  huge  bilateral  ovarian 
cysts,  f was  on  the  verge  of  admitting  her  to 
the  hosjjital,  when  I a.sked  if  .she  had  had  any 
recent  therapy  or  treatments.  She  replied  that 
she  had  been  to  see  another  gynecologist  four 
months  before  and  he  had  placed  her  on  pills 
(the  type  of  which  were  unknown  to  her) 
which  she  was  to  take  for  five  days,  begin- 
ning on  the  filth  day  of  her  menstrual  cycle. 
She  had  been  doing  this  for  four  months  and 
had  never  been  examined  by  the  physician. 
He  was  prescribing  this  drug  over  the  phone 
on  a monthly  basis.  A phone  call  confirmed 
the  suspicion  that  she  had  been  taking  clomi- 
phene citrate  and  did  not  retpn'rc  any  surgical 
intervention. 

In  this  age  grouj)  we  should  use  the  laparo- 
VOI,.  (iO-Nl  MBER  I-jANUARY,  1972 


scope  as  an  aid  to  our  diagnosis  and,  therefore, 
our  therapy.  It  is  gratifying  to  .see  what  the 
ovarian  enlargement  looks  like  before  decid- 
ing the  course  of  therapy.  I do  not  agree 
that  the  pelvic  examination,  even  under  anes- 
thesia, is  as  acctirate  as  an  actual  visualization 
of  the  pathology. 

•A  debate  has  been  raging  for  many  years  con- 
cerning the  problem  of  conservatism  in  the 
patient  in  the  child-bearing  years  who  has  a 
unilateral  ovarian  carcinoma.  Munneb  has 
reported  on  190  patients  w'ith  this  condition. 
One  hundred  and  forty-four  of  the.se  were 
treated  with  a bilateral  salpingo-oophorecto- 
my  and  hysterectomy  and  forty-six  treated  con- 
servatively. The  five  year  survival  in  the  form- 
er group  was  70  per  cent,  and  01  per  cent  in 
the  latter.  However,  in  thirty-one  of  the  cases 
of  the  mucinous  type  of  ovarian  carcinoma, 
twenty-three  were  treated  with  complete  ad- 
nexal removal  with  a five  year  survival  of  78 
])cr  cent;  and  eight  were  treated  with  a uni- 
lateral oophorectomy  with  a five  year  survival 
of  100  per  cent.  On  the  basis  of  the.se  figures, 
the  author  stiggests  that  if  the  otarian  tu- 
mor is  a low  grade  mucinous  cystadencarci- 
noma  and  the  patient  is  in  the  child  bearing 
age,  the  woman  can  probably  be  safely  treat- 
ed by  conservative  unilateral  oophorectomy. 
However,  in  the  closing  paragraph  of  his  dis- 
cussion, Munnell'  slates,  “It  is  indeed  difficult 
to  find  a patient  who  is  stalwart  enough  and 
has  a family  who  is  equally  secure  to  enable 
her  to  live  with  the  knowledge  that  she  has 
been  conservatively  operated  upon  for  cancer 
of  the  ovary.  Even  the  possibility  of  future 
childbearing  makes  it  very  dillicult  lor  most 
women  to  be  psychologictilly  content  with 
anything  short  of  maximum  operation.”  I 
find  that  1 must  doff  my  con.servativ  e hat  here 
and  vote  for  a rtidical  operation  which  I feel 
is  the  conservatise  approach  to  this  problem. 

Ovarian  Enlargement  in 
Pre-Postmenopausal  Patients 

In  the  age  groiq)  over  forty,  there  is  little 
reason  for  conservative  a])proach  to  most 
ovarian  enlargements.  In  this  age  group,  the 
five  centimeter  rule  shotdd  be  discarded.  .\ny 
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ovarian  enlargement,  cystic  or  solid,  should  be 
immediately  and  thoroughly  investigated. 
Here  there  is  no  place  for  procrastination  and 
re-examination  at  another  time.  While  ovari- 
an carcinoma  may  be  found  at  any  age,  it  is 
certainly  more  prevalent  in  this  age  group 
and  it  is  to  this  problem  that  we  must  devote 
our  efforts.  Any  new  adnexal  enlargement 
should  be  considered  malignant  until  ruled 
otherwise.  Of  course,  I am  not  including  a 
patient  whom  we  have  been  following  for 
years  with  old  pelvic  inflammatory  disease, 
but  even  in  this  individual,  any  further  en- 
largement of  either  adnexae  calls  for  immedi- 
ate action. 

All  patients  should  have  at  least  a certain 
minimum  amount  of  preoperative  work-up 
which  should  include  a chest  plate,  a thor- 
ough breast  examination  and  mammogram  if 
necessary,  a gastrointestinal  series,  and  a bari- 
um enema.  Any  laparotomy  with  the  possibili- 
ty of  a malignancy  in  mind  should  be  pre- 
ceded by  bowel  preparation. 

If  it  is  apparent  we  are  dealing  with  a malig- 
nant process  there  is  little  problem  as  far  as 
conservatism  is  concerned.  If  it  appears,  how- 
ever, that  the  ovarian  enlargement  is  a benign 
process,  a frozen  section  of  the  involved  ovary 
should  be  performed.  If  it  is  returned  benign 
we  then  have  the  dilemma  of  the  proper 
course  of  action.  Once  again  our  obstetrical 
heritage  of  masterful  inactivity  raises  its  con- 
servative head  and  the  albatross  of  the  tissue 
committee  and  the  accreditation  board  looks 
over  our  shoulder.  Randall®  has  already  re- 
ported on  310  cases  where  unilateral 
oophorectomy  was  carried  out  in  cases  of 
benign  ovarian  pathology  and  found  develop- 
ment of  a neoplasm  in  the  preserved  ovary  in 
twenty-one  or  7 per  cent  of  the  cases.  Even  in 
his  plea  for  ovarian  conservation  Randall  ex- 
claims, “perhaps  these  women  tend  to  develop 
ovarian  neoplasms  as  long  as  we  preserve 
their  ovarian  tissue!”  He  also  notes  that  of  the 
seven  women  who  developed  a malignant  tu- 
mor in  the  carefully  preserved  ovary,  every 
one  of  the  seven  died  of  this  malignancy. 
These  figures  speak  for  themselves  and  the 
conservative  approach  in  the  older  age  group 


to  ovarian  enlargements,  benign  or  malignant, 
is  surgical  removal. 

As  was  the  case  in  the  child-bearing  group  the 
question  must  be  considered  concerning  the 
conservative  approach  to  the  normal  ovaries. 
What  about  the  ovaries  in  the  patient  being 
explored  for  benign  uterine  pathology  or  the 
vaginal  hysterectomy  for  benign  disease?  If 
the  philosophy  of  bilateral  oophorectomy 
with  a unilateral  benign  neoplasm  is  accepta- 
ble in  this  age  group  then  the  same  philoso- 
phy should  exist  for  the  bilateral  normal 
ovaries  in  the  patient  in  whom  a pelvic  oper- 
ation is  indicated  for  other  reasons. 

Is  there  ever  an  indication  for  conservatism 
with  malignancy  in  this  age  group?  Not  in  the 
usual  sense  of  the  word,  but  there  is  always  the 
conservative  plea  to  remember  that  we  are 
not  dealing  with  a case  of  cancer  of  the  ovary, 
but  a person  with  cancer  of  the  ovary.  There 
is  no  place  for  heroic  ultra-radical  surgery  in 
older  patients  unless  (1)  cure  of  the  disease 
process  is  strongly  contemplated  and  (2)  the 
cure  is  not  Avorse  than  the  disease.  Many 
things  in  this  life  are  worse  than  death,  and  I 
am  a firm  believer’^  in  permitting  a j^erson 
not  only  to  spend  her  last  remaining  time  in 
dignity,  but  also  in  giving  her  the  opportunity 
to  die  in  dignity  without  a tube  in  every 
orifice  and  various  bags  hanging  in  different 
sites.  There  are  those  who  differ  with  this 
opinion.  Brunschwig®  for  example,  presented 
the  data  on  65  patients  in  whom  palliative 
ultra-radical  surgery  was  performed.  His 
figures  show  that  3-1  or  52  per  cent  of  these 
patients  were  dead  in  six  months,  and  "19  or 
75  per  cent  were  dead  within  one  year.  This 
article  included  such  statements  as  found  on 
one  page,  “In  all  cases  cancerous  tissue  was 
left  behind,  since  the  wide  extent  of  the  dis- 
ease precluded  complete  excision.”  However, 
on  the  next  page  he  states,  “In  all  these  pa- 
tients, the  histories  and  clinical  findings  sug- 
gested carcinomatosis,  but  because  laparotomy 
was  performed,  disea.se  was  found  localized 
and  eventually  totally  re.sectable”.  I would 
sidmiit  that  this  re])re.sents  fuzzy  thinking. 
Eight  years  later  from  the  same  institution, 
Lewis®  reported  on  67  patients  admitted  to 
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the  hospital  with  recurrent  or  persistent  ovari- 
an cancer.  Ten  per  cent  of  these  patients  were 
admitted  with  an  enlarging  tumor  mass  and 
lliiid  accumulation,  and  in  only  one  was  ma- 
jor extirpative  surgery  attempted.  So  it  seems 
that  even  here  we  are  .seeing  a swing  towards 
a more  conservative  ajtproaach. 
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Automated  Health  Testing 


Because  few  Americans  now  die  young  of  in- 
fectious diseases,  physicians  are  faced  with 
even  greater  challenges:  chronic  diseases  such 
as  cancer,  heart  disease,  and  diabetes.  For 
these  diseases,  prevention  is  the  best  treat- 
ment. I'he  second  best  is  early  detection. 

Early  Disease  Detection— A New  Way  to 
Health,  by  Edward  Edelson,  discusses  methods 
of  finding  and  treating  chronic  illnesses  before 
they  become  serious  hazards.  This  new  Public 
Affairs  Pamphlet  is  available  for  2.5  cents  from 
the  Public  Affairs  Committee,  381  Park  Ave- 
nue South,  New  York  lOOKi. 

One  common  technic  of  early  detection  is 
screening  lor  a particidar  disease — -the  chest 
x-ray  to  detect  tubercidosis,  the  Pap  smear  test 
for  cervical  cancer,  blood  tests  to  detect  the 
high  blood  sugar  levels  typical  of  diabetes. 

.\  logical  development  from  this  kind  of 
screening  is  multijjhasic  screening;  that  is,  test- 
ing for  .several  di.sea.ses  in  one  session.  T he 
goal  of  multiphasic  screening  is  finding  abnor- 
malities. A new  concept  is  automated  nudti- 
phasic  health  testing  (AM  HI'),  which  uses 
technicians,  nurses,  and  computers  as  well  as 
other  automated  etpiipment.  “Instead  of  a 
concern  with  detecting  specific  diseases, 
.VMH  r is  concerned  with  maintaining  a per- 
.son’s  over-all  health,”  stresses  Mr.  Edelson. 


“In  screening,  the  major  emphasis  is  on  obvi- 
ously abnormal  test  residts  that  may  indicate 
disease,  or  the  suspicion  that  it  may  occur  in 
the  future.  In  .YMHT,  the  normal  results  are 
just  as  important,  since  they  give  a baseline 
against  which  the  person’s  health  status  can 
continue  to  be  measured.” 

“Is  AMHT  worth  the  cost?”  Edelson  asks. 
Some  doctors  feel  there  is  no  clear-cut  scien- 
tific evidence  that  people  who  participate  in 
annual  physicial  examinations  live  longer  or 
in  better  health,  or  that  in  the  long  run  early 
diagnosis  will  reduce  medical  costs.  So,  large 
numbers  of  people  will  have  to  be  checked  for 
years  to  prove  the  usefulness  of  .\MHT.” 
Also,  a prime  point  in  its  favor  is  that  AMH'l 
releases  the  doctor  from  many  of  the  time- 
consuming  tasks  of  chccku])s  which  techni- 
cians and  instruments  can  perform.  In  1970, 
there  were  100  .'tMlEE  centers  screening 
about  170,000  people.  T he  Stanford  Research 
Institute  estimates  that  there  will  be  1,100 
centers  screening  17.1  million  people  by  1980. 

“Whether  as  a participant  or  an  adviser.” 
Edelson  concludes,  “it's  wise  to  get  involved 
in  cTforts  to  keep  people  (iiuTuditig  yourself) 
healthy.  The  effort  should  start  early.  .Ml 
through  life,  paying  attention  to  prcvetitive 
medicine  can  help  make  the  years  ahe.id 
healthier  and  more  troid)lcTree.” 
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VASOdLAN 


JPRINE  HCIl 

the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 


In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’'''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement'  ' and  observation  of  clinical  improvement.'’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTi.an  tablets,  isoxsuprine  IICI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  ( I)  Clarkson, 
I.  S.,  and  LePere,  1).  M.:  Angiology  7/:190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res;  i*:124-128 
(April)  1962.(4)  Whittier,  J.  R.:  .Angiology 75:82-87  (Feb.)  1964. 
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THIS  PUSH  BUTTON  CAN 


BREAKS  THE 
EXERCISE/PAIN  CYCLE 


Developed  S D^s'- - ' 

' PHARMACfirriCW  Df 


...  by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  ^V2  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E,  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May.  1959. 
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Hammered  out  of  the  experience  of  more  than  300 
successful  cholecystectomies  is  a practical  monograph 
of  operative  technic. 


A Method  of  Cholecystectomy 
and  Operative 
Cholangiography* 


James  J.  Chandler,  M.D., 

William  P.  Burks,  M.D.,  and 
David  B.  Miller,  M.D./Princeton 

Cholecystectomy  is  one  of  the  more  common- 
ly performed  operations  by  our  three-surgeon 
team.  Our  method  (which  has  evolved 
through  combining  several  effective  technical 
steps)  has  been  utilized  in  over  300  oper- 
ations over  the  past  five  years.  No  originality 
is  claimed,  but  the  method  is  now  recom- 
mended to  others  as  being  efficient,  safe,  and 
attendant  with  low  morbidity. 

The  supine  patient  receives  general  anesthe- 
sia with  endotracheal  muscle  relaxation.  The 
skin  of  the  abdomen  and  lower  chest  is 
prepared  with  ether,  1 per  cent  iodine  tinc- 
ture, alcohol,  and  is  again  wiped  off  with 
ether  to  dry  the  skin  prior  to  placement  of 
the  adherent  plastic  drape.  A slightly  lateral 
subcostal  incision  is  made.  (Figure  1).  The 
lateral  half  to  one  third  of  the  anterior  rectus 
sheath  is  incised  along  with  external  oblique. 
Hemostasis  is  achieved  through  the  use  of 
fine  silk  ligatures.  The  rectus  muscle  is  usual- 
ly not  cut  but  is  retracted  medially  (Figure  2). 
The  internal  oblique  muscle  is  spread,  and 
the  transversalis  fascia  and  the  transversis  ab- 
dominis muscle  are  divided  along  with  the 
posterior  rectus  sheath.  The  peritoneum  is 
then  opened  after  being  tented  up.  Subcu- 
taneous fat  is  kept  moist.  Careful  exploration 
is  carried  out  after  opening  the  peritoneum. 

The  gallbladder  is  carefully  palpated.  Its  fun- 


Figure  1.  The  insert  (a)  shows  a small  folded  towel 
under  the  right  inferior  thorax.  The  incision  is  a 
lateral  subcostal  one  with  division  of  the  lateral  one- 
third  of  the  anterior  rectus  sheath. 


Figure  2.  Peritoneum  is  incised.  Rectus  muscle  is  re- 
tracted medially. 

•Read  before  the  Section  on  Siirgei^,  201th  .Annual 
Meeting.  I he  Medical  Society  of  New  Jersey.  .Atlantic 
City,  May  18,  1970.  Ibis  work  is  from  Princeton 
Surgical  .Associates  and  the  Departmetit  of  Surgery, 
Princeton  Hospital,  Princeton.  New  Jersey. 
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dus  is  grasped  with  a ring-type  gallbladder 
forceps  which  includes  a gallstone  in  its 
blades  (Figure  3).  Adhesions  between  the 
gallbladder  and  the  duodenum  or  the  colon 
are  then  sharply  divided.  A laparotomy  pad 
is  placed  over  the  duodenum  with  the  long- 
handled  tissue  forceps,  and  the  duodenum  is 
retracted  inferiorly  with  a broad-bladed  mal- 
leable retractor  (not  with  the  first  assistant’s 
left  hand).  A more  narrow  malleable  retrac- 
tor or  a Deaver  retractor  is  then  used  to  lift 
the  liver’s  quadrate  lobe,  the  retractor  being 
padded  with  a moistened  unfolded  sponge.  A 
second  gallbladder  forceps  is  used  to  retract 
the  ampulla  (Figure  4).  The  peritoneal 
reflexion  over  the  ampulla  and  cystic  duct  is 
then  opened  with  scissors,  and  lifted  off  the 
cystic  duct  and  common  duct  with  blunt  and 


Figure  3.  Ring-type  gallbladder  forceps  retract  the 
gallbladder.  Duodenal  retraction  is  done  with  a malle- 
able retractor,  which  occupies  less  room  in  the  wound 
than  an  assistant’s  hand.  The  retractor  holding  the 
liver  is  also  padded  (pad  removed  for  illustrati\e 
clarity)  . 


Figure  4.  Left:  Peritoneum  over  the  cystic  duct  has 
been  incised  and  is  being  pushed  off  the  duct.  Right: 
The  operator  may  turn  the  right  angle  clamp  to  the 
right  and  hold  the  retractor  while  the  first  assistant 
ties  the  cystic  duct. 


Figure  5.  In-continuity  typing  of  cystic  duct  or  artery. 
The  assistant  passes  24-inch  silk  ligature  with  long- 
handled  smooth  forceps. 


Figure  6.  Both  cystic  duct  and  artery  are  divided  after 
positive  identification. 


sharp  dissection.  A useful  maneuver  when 
isolating  the  cystic  duct  by  in-continuity  ties 
has  been  for  the  operator  to  hold  the  broad 
malleable  retractor  wliile  the  first  assistant 
ties  the  cystic  duct.  Figure  5 demonstrates  the 
method  of  in-continuity  ligature  technic  used 
for  both  the  cystic  duct  and  for  tlie  cystic 
artery.  1 he  structures  are  first  absolutely 
identified.  Then,  the  right-angle  gallduct  for- 
ceps is  passed  underneath  the  cystic  duct 
while  the  assistant  passes  the  21  inch-long  2-0 
silk  strand  to  the  operator  as  shown.  1 he  cys- 
tic duct  is  tied  within  5 millimeters  of  its 
junction  with  the  common  due  t. 


46 


I HI  lOl  RNAI.  ()l  I HI  MKI)1C:\!.  SOiWW  ()I  MW  II  RS^^ 


The  cystic  duct  is  next  clamped  toward  the 
gallbladder  (Figure  6)  and  the  duct  is  di- 
vided. A similar  method  is  used  for  the  cystic 
artery,  which  is  also  absolutely  identified  and 
tied  in-continuity  twice  with  2-0  silk  ligatures. 
The  cystic  artery  is  divided  right  on  the  gall- 
bladder wall  taking  care  to  identify  the  right 
hepatic  artery  when  that  structure  is  near  the 
gallbladder.  The  peritoneal  reflexions  on  ei- 
ther side  of  the  gallbladder’s  ampulla  are  cut 
sharply  (Figure  7),  and  the  gallbladder  is 
dissected  out  of  its  capsular  bed  from  below 
upwards  while  the  peritoneal  edges  are  su- 
tured behind  the  gallbladder  with  running 
stitches  of  2-0  chromic  catgut.  Where  neces- 
sary, individual  suture  ligatures  are  used  for 
significant  arterial  bleeders.  A Penrose  tidjing 
rubber  drain  or,  in  some  cases,  a cigarette 
drain  is  placed  with  its  end  near  the  foramen 
of  VVhnslow  in  Morrison’s  pouch  on  top  of 
the  peritoneal  reflexion  over  the  kidney  (Fig- 
ure 8).  The  drain  is  then  drawn  through  a 
stab  wound  inferior  to  the  operative  wound. 
A pin  passed  through  the  drain  keeps  it  from 
retracting. 

The  peritoneum  and  posterior  rectus  sheath 
are  closed  with  running  stitches  (Figure  9), 
using  a doubled  strand  of  0 chromic  catgut. 
Fascial  layers  are  then  closed  anatomically 
with  interrupted  sutures,  figure-of-eight,  of 
2-0  silk  (Figure  10).  A few  stitches  of  fine  silk 
then  close  the  subcutaneous  layer,  and  the 
skin  is  closed  with  a continuous  subcuticular 
stitch  of  2.0  plain  catgut.  A moderately  bulky 
dressing  is  then  utilized,  which  affords  some 
cotnpression  against  the  abdominal  wound. 


'•*'--^PaSrose  drain 


Figure  8.  Riibl)er  tubing  drain  is  being  placed  in 
Morrison’s  poucb;  lower  end  of  the  drain  will  lie 
posterior  to  the  common  duct  and  near,  not  through, 
the  foramen  of  W’inslow. 


Figure  9.  Rectus  muscle  again  retracted  while 
posterior  sheath  and  pcriloneiim  are  being  dosed. 


Figure  7.  Peritoneal  rellections  on  both  sides  of  the 
gallbladder  are  incised,  and  the  gallbladder  dis.sected 
upward.  Peritoneal  edges  are  closed  with  continuous 
catgut  stitches. 


Figure  10.  .\bdomiual  Closuie.  Inteiual  obli(|ue  fasd.i 
is  closed  as  a layer  separate  from  exteiual  obli<|ue. 
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Operating  time  has  usually  been  less  than  40 
minutes.  The  drain  is  loosened  on  the  first 
postoperative  day  and  advancement  of  it  be- 
gins on  the  fourth  day.  The  patient  is  usually 
home  on  the  sixth  to  seventh  postoperative 
day. 


Figure  11.  Cystic  duct  cholangiography.  While  trac- 
tion is  exerted  on  the  gallbladder,  the  plastic  catheter 
is  inserted  into  an  opening  in  the  duct  and  the  liga- 
ture tightened. 

We  have  done  virtually  all  cholecystectomies 
in  the  operating  room  with  overhead  x-ray 
equipment.  Cystic  duct  cholangiogram  is  a 
routine  procedure  and  is  now  done  in  most 
cholecystectomies.  The  clear  plastic  cholan- 
giogram catheter  (Figure  11)  has  proved 
quite  useful  in  cystic  duct  cholangiography. 
Upon  identification  of  the  cystic  duct  and 
determination  that  cholangiography  is  to  be 
done,  the  x-ray  technicians  are  called  to  the 
operating  room.  The  cystic  duct  is  then  iso- 
lated, and  a 2-0  silk  ligature  is  used  to  tie  the 
duct  at  its  junction  with  the  gallbladder  am- 
pulla. A second  strand  of  2-0  silk  is  passed 
around  the  cystic  duct  and  the  duct  is  opened 
with  a knife  or  scissors.  The  tip  of  the 
cholangiogram  catheter  has  usually  been  tai- 
lored with  an  oblique  cut  of  the  Mayo  scis- 
sors, and  the  catheter  is  filled  with  saline 
solution  before  passing  it  into  the  cystic  duct 
and  tying  it  in  place.  After  removing  steel 
instruments  and  retractors  from  the  field,  two 
roentgenographic  exposures  are  next  taken. 
The  first  exposure  is  taken  after  installation 
of  6 cubic  centimeters  of  Hypaque  solution 
through  the  cystic  duct.  As  soon  as  the  film 
cassettes  have  been  changed,  the  second  ex- 
posure is  taken  after  installation  of  an  addi- 


tional 15  cubic  centimeters  of  Hypaque  solu- 
tion slowly  into  the  cystic  duct. 

While  the  films  are  being  developed,  the  cys- 
tic duct  is  divided  behind  the  cholangiogram 
catheter,  and  the  cholecystectomy  is  accom- 
plished. We  receive  a report  from  the  radiolo- 
gist on  the  intercom  while  the  technician  is 
bringing  the  developed  films  back  to  the  op- 
erating room  for  our  study.  The  ductal  sys- 
tem being  satisfactory,  the  silk  ligature  is  cut, 
and  the  catheter  removed  while  grasping  the 
cystic  duct  with  a right  angle  clamp.  The 
duct  is  then  tied  within  5 millimeters  of  the 
common  duct  and  the  operation  completed. 

One  death  has  occurred  after  cholecystectomy 
during  the  past  five  years.  This  tragic  “arrest” 
occurred  while  moving  the  patient  from  the 
operating  table  to  the  stretcher.  It  was  un- 
doubtedly due  to  hypoxia.  Despite  the  use  of 
a running  subcuticular  catgut  skin  closure, 
there  has  been  no  increase  in  wound  infec- 
tion rate.  In  one  patient,  who  was  Addisonian 
and  who  had  common  duct  exploration,  in- 
fection occurred  in  the  drain  wound,  but  not 
in  the  operative  wound,  from  the  same  orga- 
nisms found  in  the  bile.  VV^ound  infections  oc- 
curred in  two  other  patients  who  had  infect- 
ed bile  and  common  duct  exploration  and  in 
two  patients  with  clean  wounds.  In  this 
series,  made  up  of  our  last  315  consecutive 
cholecystectomies,  there  were  no  otlier  wound 
infections. 

The  use  of  cystic  duct  cholangiograms  has 
added  no  more  than  ten  to  fifteen  minutes  to 
the  operating  time  for  cholecystectomy.  This 
additional  time  has  been  amply  justified  by 
the  valuable  information  obtained  through 
this  technic.  Hypatjue  solution  used  has 
varied  in  concentration  from  10  to  50  per 
cent,  most  commonly,  25  per  cent.  ^Ve  no 
longer  use  the  50  per  cent  solution. 

Although  we  advocate  a slightly  lateral  sub- 
costal incision  (with  medial  retraction  of  the 
right  rectus  muscle),  we  have  no  hesitation  in 
dividing  the  rectus  muscle  when  the  needs  of 
adequate  exposure  dictate  this.  In  this  .series 
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there  were  304  subcostal  incisions  and  eleven 
vertical  incisions  (both  “rectus-splitting”  and 
rectus  retracting,  depending  on  the  training 
and  preference  of  the  operator).  Again,  al- 
though we  believe  the  dissection  of  the  gall- 
bladder can  ususally  be  done  safely  and 
quickly  from  below  upwards,  in  this  series 
there  were  nine  patients  in  whom  the  gall- 
bladder was  dissected  from  the  fundus 
towards  the  cystic  duct  because  of  difficulty  in 
identification  of  anatomic  landmarks  in  the 
face  of  acute  inflammation.  (An  additional 
eight  patients  had  cholecystostomy  only.) 

Twenty-three  of  the  patients  in  the  cholecys- 
tectomy series  had  common  duct  exploration. 
Another  five  patients  who  might  have  had 
open  exploration  of  the  common  duct  for 
“minor”  indications  (small  stones  and  a duct 
at  the  upper  limits  of  normal  diameter  or  a 
very  brief  episode  of  elevated  serum  bilirubin 
at  the  time  of  acute  cholecystitis)  did  not 
have  their  common  ducts  opened  after  cystic 


duct  cholangiograms  revealed  normal  and 
unobstructed  ductal  systems.  One  patient 
with  open  duct  exploration  is  known  to  have 
had  a “missed”  common  duct  stone;  re- 
operation has  not  been  necessar)’  up  to  four 
years  later.  We  know  of  no  other  patient  with 
“missed”  common  duct  stone. 

Summary 

The  cholecystectomy  technic  here  described 
has  proved  efficient  and  safe  in  over  300  oper- 
ations. A slightly  lateral  subcostal  incision 
with  retraction  of  the  rectus  muscle  medially, 
the  use  of  a malleable  retractor  rather  than 
the  assistant’s  hand,  the  use  of  ring-type  gall- 
bladder forceps,  tying  the  duct  and  the  ar- 
tery in-continuity,  and  the  use  of  operative 
cystic  duct  cholangiograms  are  steps  which  we 
recommend. 

We  acknowledge  the  contributions  to  this  technic 
made  by  Ralph  J.  Belford,  M.D.,  Princeton  surgeon 
since  1929. 
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Slow  Blinding  by  Ischemia 


A slow  torturous  case  of  natural  blinding, 
which  led  its  victim  to  suicide,  is  detailed  in 
the  October  1971  issue  of  Transactions,  pub- 
lished by  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

The  tale  is  described  by  Drs.  David  L. 
Knox  and  James  R.  Duke  of  The  Johns 
Hopkins  University  and  Hospital,  Baltimore. 

55-year  old  man  had  been  losing  vision  in 
the  nose  side  of  his  left  eye.  He  had  had  trou- 
ble with  his  eyesight  since  he  was  five  years 
old.  When  he  was  40,  a cataract  was  surgically 
removed  from  his  right  eye,  which  then  had  a 
normal  field  of  vision.  Because  of  the  slow 
deterioration  of  vision  in  the  left  eye,  the  doc- 
tors thought  he  had  suffered  a retinal  detach- 
ment. The  vitreous  was  foggy,  so  they  cut  out 
a segment  of  his  iris.  They  found  no  detach- 
ment of  the  retina.  However,  “the  patient 
considered  his  ocular  disease  as  punishment 
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for  past  moral  transgressions  and  he  com- 
mitted suicide  by  jumping  from  a third  floor 
window.” 

.Autopsy  showed  that  the  arteries  of  his  body 
were  clogged  with  fatty  deposits.  The  left 
common  carotid  artery  that  should  have  fed 
red  blood  to  his  head  was  completely  plugged. 
It  was  this  ischemia  which  caused  his  blind- 
ness. Lacking  blood,  the  left  optic  ncr\e  de- 
teriorated. It  al.so  caused  swelling  of  the  o])lic 
nerve  head.  This  ca.se  is  particularly  signifi- 
cant, becau.se  until  now  reports  of  lo.ss  of 
vision  caused  by  poor  blood  suj)ply  have  been 
sudden  and  severe,  usually  (Ktiuring  in  .sec- 
onds or  minutes. 

.As  a residt  of  this  report,  practitioners  are 
urged  to  be  esen  more  suspicious  of  circulato- 
ry problems  in  older  patients  who  are  slowly 
going  blind. 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 

Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 

By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  c 
maybe  fewer  would  wind  up  with  duoc 
ulcers.  But  men  will  be  men— the  sum  tot 
their  genes  and  what 
are  taught.  Schotts 
observes  that  wl 
mother  admonishe 
son  who  has  hurt  hir 
that  big  boys  don’t  cr> 
is  teaching 
stoicism.^  Crying  i 
negation  of  every! 
society  thinks  of  as  m 
A boy  starts  defendin 
manhood  at  an  early 

Take  away  st 
you  can  take  away  sympt 

There  is  no  question  that  stress  pk 
role  in  the  etiology  of  duodenal  u 
Alvarez^  observes  that  many  a man  wil 
ulcer  loses  his  symptoms  the  day  he  shu 
the  office  and  starts  out  on  a vacation, 
problem  is,  the  type  of  man  likely  to  ha' 
ulcer  is  the  type  least  likely  to  take 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  acti< 
Librax.®  For  most  patients,  the  rest  cr 
as  unrealistic  as  it  is  desirable.  Still 
stress  factor  must  be  dealt  with.  And 
is  where  the  dual  action  of  adjunctive  Li 
can  help.  Librax  is  the  only  drug  that 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe, 
ct  al.  (eds.) : Harrison’s  Princii>lcs  of  Internal  Medic 
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Chicago,  Ili.,  The  Year  Book  Publishers,  Inc.,  19G0, 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa., 
Saunders  Company,  1951,  p.  384. 


’ines  the  antianxiety 
duJ|ction  of  Librium® 
chlordiazepoxide  HCl) 
vith  the  dependable 
ittjmtisecretory/ 
intispasmodic 
action  of 


it  II 


Before  prescribing,  please  consult  complete  product 
nformation,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
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i^uarzan®  (clidinium  Br). 
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Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
inxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
(that  clutches  his  stomach.  At  the  same  time, 
'the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
. j|, hypersecretion. 
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An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
!ia  just  to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
■|  ment  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 
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sedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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A telephone  consultation  service 
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clinical  management/ 
drug  abuse  crises 

Practicing  physicians  can  expect  to  be 
confronted  at  almost  any  time  with  a medical 
crisis  related  to  the  misuse  of  psychoactive 
drug  substances.  Increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
related  medical  crises  has  been  noted  during 
the  past  several  years. 

Although  much  information  on  this  subject 
has  been  disseminated,  the  need  for 
practical  advice  on  basic  clinical  management 
of  these  crises  has  become  greater. 

Three  physicians,  each  of  whom  has  had 
extensive  practical  experience  in  dealing 
with  drug  abuse  problems,  have  created  a 
series  of  three-minute  audiotapes  detailing 
basic  medical  approaches  to  the  most 
frequently  encountered  drug  abuse  crises. 

Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
California,  and  Assistant  Clinical  Professor  of 
Toxicology,  University  of  California  Medical 
Center  at  San  Francisco. 

Dr.  William  Abruzzi  was  Medical  Director  of 
both  the  Woodstock  and  Powder  Ridge  Rock 
Festivals  and  is  currently  the  College 
Physician,  State  University  of  New  York  at 
New  Paltz,  New  York. 

Dr.  Edward  C.  Senay  is  the  Director  of 
Clinical  Research  for  the  Illinois  Drug  Abuse 
Program  and  Associate  Professor  of 
Psychiatry  at  the  University  of  Chicago 
School  of  Medicine,  Chicago,  Illinois. 

Their  taped  discussions  are  on  automatic 
telephone  equipment  for  utilization  at  all 
times.  The  opinions  given  regarding 
treatment  modalities  are  those  of  the 
physician  speaking. 

Amphetamines  Dr.  David  E.  Smith 
Hallucinogens  Dr.  William  Abruzzi 
Opiates  Dr.  Edward  C.  Senay 

For  further  information,  contact  your  Roche 
Representative  or  write: 

Department  of  Professional  Services 
CM/DAC 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Psychosurgery  was  launched  in  the  I93()’s  with  great 
expectations.  The  developments  of  psycho-tropic 
drugs  in  the  1950’s,  advances  in  electric  shock  therapy, 
and  some  bad  results  of  lobotomy  conspired  to  cause 
a decline  in  the  use  of  psychosurgery.  Perhaps  this 
is  now  due  for  a revival. 

The  Renaissance 
of  Psychosurgery* 


Granville  L.  Jones,  M.D. /Summit 

Modern  psychosurgery  began  in  1935  when 
Egas  Moniz  did  the  first  lobotomies  in  Portu- 
gal. This  procedure  enjoyed  a heyday  in  the 
decade  that  followed,  but  then  its  popularity 
slowly  declined.  Perhaps  cases  were  too  poor- 
ly selected,  or  perhaps  the  burgeoning  of  the 
newer  psychotropic  drugs  were  the  factors. 
And  too  often,  disastrous  results  were  report- 
ed. In  our  hospital  (Fair  Oaks,  Summit,  New 
Jersey)  we  referred  about  one  patient  a year 
for  lobotomy  or  other  psychosurgery,  though 
we  saw  it  as  a sort  of  last  resort  procedure. 

Evidence  is  now  accumulating  which  suggests 
that  a revival  of  psychosurgery  is  in  the 
offing.  Last  summer  an  international  confer- 
ence on  the  subject  led  to  the  conclusion 
that,  if  we  could  establish  more  precise  indi- 
cations and  try  some  of  the  newer  technics, 
the  procedure  might  be  a valuable  therapeu- 
tic modality.  Not  only  that,  but  we  now  have 
reason  to  believe  that  crisp,  usable  criteria  for 
surgery  can  be  established. 

This  conference  in  Copenhagen  was  attended 
by  neurosurgeons,  neuropathologists,  psychia- 
trists, and  neurophysiologists  from  17  differ- 
ent countrie.s,  (Not  a single  doctor  came  from 
Portugal,  however.)  An  amazing  variety  of 
approaches  was  described.  Technics  included 
not  only  surgical  ablation  but  electro- 
dessication,  electro-cautery,  thermal  cautery, 
cryotherapy,  and  ultrasound.  T he  stereotactic 
approach  was  discussed  exhaustively  and  its 
merits  and  drawbacks  thoroughly  explored. 


One  exciting  aspect  of  this  conference  was 
the  specific  operative  treatment  for  particular 
symptoms,  including  aggressive  behavior. 
Here  is  a procedure  which  can  be  selectively 
applied  for  management  of  aggressive  crimi- 
nality. 

Scoville  of  Hartford,  in  his  presentation, 
pointed  out  that  surgery  for  mental  and  emo- 
tional illness  had  been  largely  limited  to  the 
connections  with  the  pre-frontal  lobes.  He 
proposed  that  this  be  broadened  to  include 
connections  with  other  areas.  He  has  had 
some  experience  with  orbital  undercutting 
and  found  it  useful  in  depression,  in  schizo- 
phrenia, drug  addiction  (particularly  if  the 
basis  is  a neurosis),  and  for  obsessive- 
compulsive  phobic  neurotics.  He  did  not  ad- 
vocate it  for  psychopathy  or  for  alcoholics. 
He  proposed  that  if  improvement  after  elec- 
tro-convulsive therapy  turned  out  to  be  tem- 
porary, psychosurgery  should  be  given  a trial. 
One  of  his  points  was  that  the  surface  areas 
of  the  brain  have  little  influence  on  the  fun- 
damental mechanisms  in  mental  disease.  He 
suggested  that  ultimately  therapy  of  a surgi- 
cal nature  will  consist  of  altering  rather  than 
blunting  functioning  of  the  deeper  midline 
structures. 

Dr.  Sem-Jacobsen  of  Oslo  discussed  depth 
electroencephalography  and  stereotactic  psy- 
chosurgery. He  suggested  it  was  jX)ssible  to 


• From  tlic  Intcrnaiional  Conference  on  I’sychosiirgery 
held  in  Copenhagen  in  .August  1970.  Hr.  Jones  is 
Clinical  Director  of  the  Fair  Oaks  Hospital  in  Summit. 
New  Jersey. 
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localize  a target  in  the  frontal  lobe  and  in  the 
region  around  the  third  ventricle.  He  thinks 
that  he  can  avoid  undesirable  side  effects.  He 
warns  that  no  lesions  should  be  made  before 
the  effect  of  the  proposed  procedure  has  been 
thoroughly  studied  and  evaluated.  Several 
Japanese  investigators.  Doctors  Sano,  Sekino, 
and  Mayanagi  talked  of  cases  of  violent  ag- 
gressive and  restless  behavior  which  were 
treated  by  stereotactic  procedures.  This  pro- 
duced marked  calming  effect  in  95  per  cent  of 
the  cases.  In  41  per  cent  of  the  cases  of  intrac- 
table epilepsy,  seizures  became  controllable  by 
medication. 

Dr.  Hunter  Brown  of  California  reviewed 
production  of  bilateral  lesions  in  the  anterior 
cingulum  for  severe  affective  psychoses  and 
psychoneuroses.  He  reported  considerable 
success  with  a simplified  surgical  approach 
through  a single  trephine  opening  on  either 
side. 

Drs.  Hetherington,  Haiden,  and  Craig  of 
Canada  analyzed  neurosurgery  in  the  treat- 
ment of  affective  disorders.  In  Canada,  ad- 
verse opinion  concerning  psychosurgery  had 
developed  after  the  publication  of  a report  a 
few  years  ago  in  which  80  per  cent  of  the 
patients  operated  on  were  schizophrenics.  In- 
cidentally, Moniz  reported  poor  results  in 
schizophrenia  as  far  back  as  1936.  Dr.  Hether- 
ington and  his  group  used  a modified  leu- 
kotomy, really  an  orbital  undercutting 
procedure.  None  of  their  patients  was  schiz- 
ophrenic. They  all  had  affective  disorders. 
They  found  that  appropriate  for  psychosur- 
gery were  manic  depressive  patients  (with 
both  up  and  down  mood  swings),  recurrent 
depressives  who  respond  to  electric  shock  but 
relapse,  and  certain  patients  with  severe  hy- 
pochondriasis and/or  tension.  Turner  of 
England  described  a bilateral  temporal 
lobotomy  and  posterior  cingulectomy  for  the 
management  of  aggressive  behavior.  This  be- 
havior, associated  with  temporal  lobe 
epilepsy  is  associated  with  fear,  tension,  pho- 
bias, periods  of  terror.  They  treated  aggres- 
siveness, hostility,  and  anti  social  tendencies, 
with  or  without  paranoid  features,  and  found 
that  results  are  best  with  patients  with  good 


personality  in  other  directions,  normal  intelli- 
gence, and  a worthwhile  premorbid  record. 
They  did  not  advocate  operating  on  young 
people  (except  those  with  schizophrenia). 
For  schizophrenics  they  suggest  a combination 
of  operation  on  the  frontal  lobes  and  cingu- 
late gyrus. 

Drs.  Vaernet  and  Madsen  of  Copenhagen  de- 
scribed stereotactic  amygdalotomy  and  baso- 
frontal  tractotomy.  They  talked  of  patients 
with  aggressive,  destructive  behavior  and 
found  that  bilateral  stereotactic  electro- 
coagulation of  the  amygdala  was  effective  and 
resulted  in  the  disappearance  of  or  marked 
reduction  of  aggressive  episodes.  Dr. 
Balasubramaniam  and  associates  from  India 
reported  the  management  of  behavior  disor- 
ders by  stereotactic  surger)'.  They  did  pre- 
operative electroencephalography  with  depth 
electrodes  in  an  effort  to  identify  and  localize 
their  target.  If  patients  did  not  do  well  with 
amygdalotomy,  they  did  hypothalomotomy 
with  considerable  benefit  in  many  cases. 

Two  Finnish  surgeons,  (Drs.  Laitanen  and 
\'ilkki)  did  bilateral  stereotactic  cingulotomy 
on  jjatients  suffering  from  severe  anxiety  or 
intractable  pain.  The  operation  was  carried 
out  through  a frontal  burr  hole  by  means 
of  a stereoencephalotome-  Before  coagida- 
lion  the  target  area  was  electrically  stimu- 
lated with  scalp  electroencej)halograj)hic 
recording.  Some  of  their  patients  had  anxiety, 
some  phantom  limb  pain,  some  compulsive 
Ijehavior,  and/or  hypersexual  behavior.  They 
report  gootl  post  operative  results. 

Three  Copenhagen  surgeons  reviewed  62 
cases  of  cingulectomy  by  the  open  procedure. 
They  observed  the  patients  two  to  ten  years 
after  surgery  and  had  excellent  to  good  re- 
sults in  about  75  jjer  cent.  These  had  been 
suffering  from  chronic  severe  phobic,  anan- 
castic neurosis,  or  intractable  pain.  Patients 
who  had  psychosis  or  psychopathy  had  poor 
or  bad  results.  Those  who  had  had  classical 
lobotomy  before  the  cingulectomy  tended  to 
have  reduction  in  their  intellectual  capacity. 
Excellent  results  were  also  reported  on  14 
}>atients  who  bad  bi-frontal,  prehypothalmic 
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cryolesions  with  intractable  pain  or  with 
grave  depression.  Only  one  of  their  patients 
developed  dementia. 

Dr.  Thomas  Ballentine  and  associates  from 
the  Massachusetts  General  Hospital  and  from 
the  Wiswall  Psychiatric  Hospital  in  Wellsley 
also  reported  on  anterior  cingulectomy.  They 
have  done  226  operations  on  160  patients. 
Indications  were  psychiatric  illness  unrespon- 
sive to  other  forms  of  therapy,  or,  intractable 
pain  not  amenable  to  other  surgical  pro- 
cedures. They  found  the  operation  to  be 
technically  safe  and  without  adverse  effect  on 
intelligence  or  behavior.  Improvement  of  the 
disabling  mood  disturbance  was  observed  in 
80  per  cent  of  the  cases.  The  general  conclu- 
sion was  that  cingulotomy  should  be  consid- 
ered for  any  patient  with  manic  depressive 
illness  who  does  not  respond  satisfactorily  to 
pharmacologic  agents  or  electro  shock. 

Two  surgeons  (Drs.  Hans  Orthner  and  F.  D. 
Roeder)  from  West  Germany  described  meth- 
ods and  results  of  stereotactic  psychosurgery. 
In  their  operations,  lesions  are  produced  by 
an  inter-connected  series  of  small  electro- 
coagulations, made  at  strictly  calculated  di.s- 
tances  from  each  other.  They  used  insulated 
side  electrodes  and  are  certain  that  their 
lesions  are  precisely  located.  They  do  both 
leucotomies  and  cingulotomies  as  well  as 
anygdalotomies,  thalamotomies  and  pal- 
lidotomies. They  have  done  104  psychosurgi- 
cal  operations  on  52  patients.  They  conclude 
that  (I)  obsessional  neuroses  and  allied  condi- 
tions have  a good  chance  of  recovery  without 
any  side  effect  by  leucotomies  restricted  to  the 
medio  basal  white  matter  of  the  frontal  lobe 
and  (2)  hysterical  and  aggressive  behavior  is 
71  ot  influenced  by  this  procedure.  Schizo- 
phrenia is  not  considered  a good  indication 
for  psychosurgical  operations.  Two  Swiss  neu- 
rosurgeons, however,  found  that  leucotomy 
was  not  a particularly  effective  treatment  for 
aggressive  behavior,  but  in  a small  group  of 
cases  subjected  to  amygdalotomy,  most  cases 
were  successful.  They  used  a stereotactic  tech- 
nic. 

Drs.  Roeder,  Orthner,  and  Muelleur  of  \\"est 


Germany  presented  a paper  on  the  treatment 
of  sexual  perversion  by  an  operatioit  on  the 
ventro-medio  hypothalamic  nucleus,  (Cajals 
nucleus)  which  some  physiologists  say  is  the 
“sex  behavior  center.”  Some  of  these  were 
unilateral,  some  were  bilateral.  They  located 
their  electrodes  by  x-ray  control  and  stimula- 
tion of  the  area.  Some  of  their  cases  were 
subject  to  uncontrollable  pedophilic  ho- 
mosexuality. They  gained  some  appreciable 
increase  in  self  confidence  and  initiative  with 
no  impairment  of  intellectual  capacity,  and 
no  tendency  to  depression.  There  was  im- 
provement in  most  cases  without  any  marked 
change  in  their  hormones  or  spermatozoa. 
One  case  of  intractable  exhibitionism  was 
considered  “cured.”  In  most  of  the  other 
cases  the  level  of  control  improved,  although 
the  inclination  to  homosexual  behavior  re- 
mained. 

Modified  lobotomy  was  reported  from  the 
Fulton  State  Hospital  in  Missouri.  One  of  the 
modifications  was  the  “inferomedial  oper- 
ation,” intended  to  remove  the  excessive  emo- 
tional or  compulsive  overlay  to  symptomatol- 
ogy and  relieve  tension  and  agitation.  This 
operation  has  been  done  on  over  400  patients 
at  the  St.  Louis  State  Hospital,  and  they  are 
in  the  middle  of  a 20  year  follow  up.  These 
patients  were  rather  highly  selected  as  indi- 
viduals with  good  premorbid  personality,  and 
with  the  symptomatology  of  depression,  anx- 
iety, obscssionalism,  and  tension.  Results  ap- 
pear to  be  good.  Also  under  study  at  the 
Fulton  (Missouri)  State  Hospital  are  gro.ssly 
disabled  patients  unresponsive  to  any  other 
form  of  psychiatric  therapy.  Tliey  are 
tolerant  to  high  dosages  of  psychotropic 
drugs,  are  severely  anti-social,  as  well  as  psy- 
chotic, and  many  are  in  the  maxinuiin  securi- 
ty ward.  Results  on  16  cases  have  been  im- 
pressive. 'Fhey  feel  that  this  modification  of 
lobotomy  will  have  an  important  place  in  the 
j)sychiatric  armametitarium  for  the  future. 

Dr.  Geoffrey  Knight  of  I.otuloti,  reported  on 
600  cases  of  restricted  orbital  undercutting 
operations.  They  have  not  had  a single  death 
iti  450  cases.  Post  operative  ej)ilepsy  was  re- 
duced to  1 per  cetit.  Harmfid  changes  iti 
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personality  did  not  occur.  Depression  is  favor- 
ably influenced  in  70  per  cent  of  their  cases 
and  good  results  in  50  per  cent  of  cases  of 
obsessional-neurosis  and  chronic  anxiety. 

Dr.  Fetter  A.  Lindstrom  of  the  USA  gave  a 
paper  on  a type  of  leucotomy  by  the  use  of 
ultrasound.  He  does  craniotomies  on  both 
sides,  applies  the  ultrasound  transducer  to 
the  dura,  and  transverses  the  pre-frontal  area. 
He  has  operated  on  475  patients.  No  deaths 
have  occurred  and  75  per  cent  of  the  patients 
were  improved,  including  mostly  psychoneu- 
rotics. Of  the  psychotics  included  in  the 
group  only  50  per  cent  had  limited,  tem- 
porary, or  no  improvement. 

Doctors  Ralph  W.  Wadeson,  Laurence  Faust, 
and  Maitland  Baldwin  of  Washington,  D.C., 
working  at  the  National  Institute  of  Neurolo- 
gical Diseases  described  a new  technic  in 
which  they  lowered  the  body  temperature  by 
application  of  cold.  Then  they  injected  di- 
phenylhydantoin  intravenously.  The  number 
of  cases  is  small  but  the  results  are  very  prom- 
ising. Following  the  procedure,  the  patient 
should  be  placed  in  a therapeutic  community 
and  given  intensive  follow-up  rehabilitative 
care  to  help  integrate  his  or  her  personality. 

Dr.  Walter  Freeman  presented  a follow-up  of 
410  patients  suffering  from  schizophrenia, 
whom  he  had  followed  for  at  least  four  years 
and  in  some  cases  more  then  30  years.  Some 
were  the  classical  pre-frontal  lobotomy,  others 
were  transorbital.  He  found  that  patients 
with  no  more  than  one  year  hospitalization 
prior  to  surgery  showed  markedly  superior 
occupational  and  social  adjustment  over  those 
who  had  been  hospitalized  ten  years  before 
operation.  His  conclusion;  “Schizophrenia  is 
a dangerous  disease  and  in  certain  cases  it  is 
safer  to  operate  than  to  wait.” 

Doctors  Earl  Baker  and  Ross  Flemming  of 
Canada,  spoke  of  a group  of  “hard  core” 
functional  psychiatric  patients,  subjected  to  a 
bi-medial  pre-frontal  leukotomy.  Two-thirds 
had  an  excellent  or  satisfactory  outcome.  The 
most  striking  benefit  was  a decrease  in  anx- 
iety and  tension.  He  recommends  the 


procedure  for  anxiety  neurotics  as  well  as 
pobics,  obsessional-depressive  reactions,  and 
even  schizophrenia. 

Dr.  Rolf  Strom-Olsen  of  England  reported  on 
a group  of  patients  treated  by  stereotactic 
tractotomy,  utilizing  Yttrium  90  seeds.  This 
procedure  appeared  to  be  quite  effective  with 
only  11  per  cent  showing  trivial  symptoms 
and  2.5  per  cent  moderate  sequelae. 

Doctors  W.  Umback,  Y.  Kim,  and  M.  Adler 
of  Berlin  reported  on  the  treatment  of  some 
64  patients  with  disorders  of  behavior,  which 
were  treated  with  stereotactic  coagulation  in 
the  thalamic  area  in  the  lamella  medialis 
and/or  the  dorso-medial  hypothalamus. 
They  found  the  best  results  in  the  psychomo- 
tor epileptics  who  showed  considerable  im- 
provement with  social  rehabilitation.  In 
paranoid  schizophrenics,  pseudo-neurotic 
symptoms  were  ameliorated  but  with  some 
personality  deprivation.  One  of  this  signifi- 
cant observations  was  that  it  takes  at  least  six 
months  to  determine  the  permanent  degree 
of  improvement. 

Dr.  Lothar  B.  Kalinowsky  of  New  York,  who 
has  been  active  in  the  field  of  physiological 
treatment  of  psychiatric  patients  for  many 
years,  reported  a recent  upsurge  of  interest  in 
the  surgical  treatment.  He  considers  that 
some  of  the  problems  originally  interfering 
with  good  results  were  the  personality  changes 
due  to  frontal  lobe  damage.  Today,  modified 
technics  eliminate  this,  but  relapses  seem  to 
interfere  with  satisfactory  results. 

( I 

Doctors  H.  J.  Crow  and  D.  G.  Philips  of 
England  reported  on  103  patients  who  were 
treated  with  multi-focal  frontal  coagulation 
operations,  using  electrodes  implanted  stereo- 
tactically  and  left  in  situ  for  six  months. 
These  electrodes  were  used  for  exploratory 
stimulation  followed  by  coagulation.  They 
have  found,  after  18  months,  good  results  in 
77  per  cent,  significant  improvement  in  1 1 
per  cent,  and  no  improvement  in  9 per  cent. 

At  this  conference  steps  were  taken  toward 
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ihe  establishment  of  a permanent  organiza- 
tion which  will  consider  the  practical  feasibil- 
ity of  establishing  a journal,  selecting  a time 
and  place  for  another  international  confer- 
ence, and  procedures  to  set  up  and  maintain 


communication  between  the  workers  in  this 
field.  Dr.  Walter  Freeman  was  designated  as 
the  editor  for  the  publication  of  the 
procedures  for  the  Second  International  Con- 
ference. 


19  Prospect  Street 


Proposed  Cancer  Agency 


The  American  lAfedical  Association  has  told 
Congress  that  the  attack  on  cancer  can  be 
most  ettectively  conducted  through  the  Na- 
tional Cancer  Institute  within  the  National 
Institutes  of  Health,  rather  than  through  a 
separate  and  autonomous  agency. 

Testifying  before  the  House  Health  and  En- 
vironment Subcommittee,  Franz  J.  Ingel- 
finger,  M.D.,  editor  of  the  New  England 
Journal  of  Medicine  and  a member  of  the 
Advisory  Committee  on  Medical  Sciences  to 
the  AMA’s  Board  of  Trustees,  said  that  “the 
effort  to  cure  cancer  will  have  to  be  a coordi- 
nated effort  with  full  involvement  of  all  the 
National  Institutes  (of  Health). 

“There  is  another  compelling  reason  to  re- 
tain the  cancer  program  within  NIH  and 
that  is  to  keep  the  NIH  intact  rather  than 
have  it  l^ecome  fragmented  into  independent 
agencies.  Under  the  latter  conditions  the 
agencies  would  be  competing  for  support  and 
recognition  rather  than  collaborating  for 
scientific  progress.  The  NIH  is  generally  re- 
garded in  the  international  .scientific  commu- 
nity as  one  of  the  most  splendid  .scientific 
achievements  of  the  20th  century,  d o impair 
the  effectiveness  of  this  productive  organiza- 
tion would  be  unwise,  ddie  integrity  of  the 
NIH  shoidd  be  maintained  and  increased 
support  provided.” 

Dr.  Iiigelfinger  expressed  opposition  to  a 
compromise  measure  passed  by  the  .Senate 
which  would  create  a new  independent  Con- 


quest of  Cancer  Agency  within  the  NIH.  He 
said  that  the  autonomy  proposed  for  such  a 
new  agency  would  “threaten  the  structure  of 
the  National  Institutes  of  Health  and  impair 
research  efforts  in  all  fields.” 

Dr.  Ingelfinger  cautioned  against  expecting 
any  quick  victory  over  cancer.  “We  believe  . . . 
that  false  hopes  should  not  be  created  and 
that  people  should  not  be  led  to  believe  that 
with  enough  money  and  enough  effort  cancer 
will  quickly  be  conquered,”  Dr.  Ingelfinger 
said.  “Although  many  encouraging  develop- 
ments have  occurred  in  the  last  few  years  that 
justify  the  major  national  eflort  proposed  in 
House  Bill  10681,  much  basic  research  work 
remains  to  be  done.  Everyone  should  be 
jirepared  for  steady  but  perhajis  slo^\■  prog- 
ress. W^e  should  also  recognize  that  chance 
discoveries  by  scientists  working  in  totally 
different  fields  may  set  the  stage  for  signifi- 
cant future  progress.  This  has  occurred  re- 
peatedly in  the  history  of  scientific  discovery, 
and  con.secjuently  basic  scientific  research 
should  be  allowed  a high  degree  of  individu- 
ality and  spontaneity. 

“.  . . The  .American  Medical  Association  ad- 
vocates a program  attacking  cancer  through 
greatly  intensified  and  coordinated  research 
efforts.  We  believe  that  in  the  interests  of  the 
public  aiul  in  order  to  avoid  any  splintering 
of  efforts,  the  program,  adeciutitely  funded, 
should  be  administered  within  the  National 
Institutes  of  Hetthh  uiuler  a Director  having 
responsibility  for  all  biomedical  research.” 
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In  acute  9onorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  'r  1972  The  Upjohn  Compony 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  chifdren  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae 

Adverse  reactions:  The  following  reactions  were  observer 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dase  subchronic  tolerance  studies  in  norma 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo 


.58 


I HK  lOlRNM  Oh  III!  .MliDK.M,  .SOCII.n  Oh  MW  IlRslV 


Irobkin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

! Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
I symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upforatleastS  monthsshould 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ^^Diognosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 

failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 
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globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

A4o/e— single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femo/e  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Baclerio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  penfahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peok  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med  b i s (lwb) 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 

The  concept  of  chemotherapy  plus  the 
* physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
{100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


American  Fertility  Society 


^droid 

(thyroid-androgen)  tablets 


/ 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


BolH  yellow  tablet  contain$; 
Methyl  Testosterone  ..2.$  me. 
Thyroid  Eit.(1/6tr.) 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Do»e:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HICH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0 mg. 
Thyroid  Eit.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . . . .1..  .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HICH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. (1  gr.)  ....Mmg. 

GlutamicAcid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HICH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (Vo  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

GlutamicAcid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 
Vitamin  B'12  ...... .2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Centraindieatiens:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canalicull  have  occurred  with  average  doses  of  Methyl  Testos> 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  ol  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Prccautisni;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adrersa  Raactlans:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discentlMtd 
s hypercalcemia  is  detected. 


Thyroid-androgen  interrelations  a .. 

1959.  S.  Fams.  E.  1.,  and  Coltan,  S.  W.  Effects  of  L-thyroiine  and  llothyronine  on  spermatogenesfal 
} Urol  79:063,  1958.  0.  Dial.  A.,  and  Farrar,  G.  E.  United  Slates  Dispensatory  (ed.  25).  lippinco^  Pbli^ 
— -Ti  the  Male.  Thomas,  Springfield, 
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LIPO-NICIN 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  on  GRADUALLY 


NICOTINIC 

ACID 

THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WIJH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN^Vl00mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCl  (B-1)  ..  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCl  (B-6)..  10  mg 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100. 
500.  1000. 


NOT  TIMED 

LIPO-NICIN  V250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCl  (B-1)  . . 25  mg, 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCl  (B-6)..  10  mg 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100. 
500,  1000 


GRADUAL  RELEASE 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICINV300mg. 

Each  capsule  contains: 

Nicotinic  Add  300  mg 

Vitamin  C (Ascorbic  Acid) . 150  mg. 
Vita.  B1  (Thiamine  HCl)..  25  mg 
Vitamin  B2  (Riboflavin)  . . 2 mg 

Pyridoxine  HCl  (B-6)  ....  10  mg, 
DOSE:  1 to  2 caosules  daily 
AVAILABLE:  Bottle  of  100,  1000 
In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  ot  6 to  8 hours 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons.  W.B..  Jr.  — Interview  Med. 
Trib.  Nov.  20-29,  1964.  2.  Cohen.  D..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14,  P.  1563. 


Write  for  Literature  and  Samples 

fBRoTOVg  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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Spontaneous  recovery  from  a dissectiiig  aortic  aneurysm 
is  rare  enough  to  warrant  reporting. 


Dissecting  Aneurysm  with 
Spontaneous  Recanalization* 


Norman  D.  Corwin,  M.D.  and 
Gerald  J.  Dolan,  M.D. /Westwood 

A dissecting  aneurysm  of  the  aorta  is  a cata- 
strophic event  for  the  patient.  Untreated, 
survival  following  such  an  episode  is  usually 
rare.  The  case  here  reported  is  unique  in  that 
the  patient  sustained  an  apparent  acute  dis- 
section of  the  ascending  aorta  and  two  days 
later  spontaneously  recanalized  the  lesion, 
thereby  collapsing  the  dissection. 

A 64  yeai'-old  married  w'oman  was  admitted  after  hav- 
ing experienced  precordial  and  back  pain  of  sixteen 
hours’  duration.  The  day  before  admission,  she  had 
noted  the  onset  of  gradual  precordial  pain  while  iron- 
ing clothes  in  the  late  afternoon.  The  pain  persisted 
and  she  took  buffered  aspirin  but  this  gave  but  partial 
relief.  It  was  a warm  day  and  she  perspired  freely. 
The  pain  was  intensified  by  leaning  forward,  by  re- 
clining flat,  and  by  coughing  or  deep  breathing.  She 
did  not  seek  medical  attention  until  the  following 
morning.  She  had  spent  a sleepless  night  with  pain 
which  now  had  moved  to  the  back  and  later  to  the 
epigastrium.  The  pain  did  not  radiate  to  either  arm. 
It  was  not  associated  with  hemoptysis  or  calf  pain. 
She  denied  hypertension  and  stated  that  she  had  been 
told  of  low  blood  pressure  in  the  past. 

She  had  had  tonsillectomy  and  appendectomy  pre- 
viously. Her  mother  had  died  at  68  with  a cerebral 
vascular  accident  and  hypertension.  Her  father  had 
died  of  a carcinoma.  The  patient  herself  had  a his- 
tory of  rheumatic  fever  without  cardiac  involvement 
at  age  ten. 

On  admission  her  blood  pre.ssure  was  160/90.  Pulse 
was  100  and  regular.  Lung  fields  were  clear.  Heart 
sounds  were  unremarkable.  No  organs  were  palpable 
in  the  abdomen.  Neurological  examination  was  grossly 
normal.  However,  the  electrocanliogram  on  admis- 
sion revealed  left  axis  deviation,  QRS  of  high  voltage 
in  standard  limb  leads,  and  ST-segment  elevation  in 
leads  I,  II,  and  AVL,  and  V2  through  V6.  T-waves 
were  upright  throughout.  These  changes  were  com- 
patible with  possible  left  ventricular  hypertrophy  and 
acute  pericarditis,  the  latter  suggested  by  the  ST-seg- 
ment  elevations.  The  admi.ssion  chest  x-way  (Figure 
1)  revealed  a cardiac  silhouette  which  was  not  en- 
larged, but  the  aorta  was  prominent  in  its  ascending 
portion.  Its  over-all  size  did  not  entirely  correspond 


Figure  1 


with  the  visualized  calcification  in  the  transverse 
thoracic  portion.  Fhe  prominence  in  the  ascending 
aorta  suggested  the  possibility  of  aneurvsmal  dilata- 
tion. Linear  densitites  were  noted  in  both  lower  lung 
fields  compatible  with  cither  small  areas  of  plate- 
atelectasis  or  old  librotic  disease. 

Hemoglobin  was  1.5..').  White  blood  cell  count  was 
15,100  with  12  per  cent  Ivmphocyies.  ,SeroU)gy  was 
negative.  Fasting  blood  sugar  was  lit).  Hlood  urea 
nitrogen  was  12  mg,  the  cholesterol  230  mg.  uric  : cid 
5.2  mg.  calcium  8.8  mg.  jthosphorus  2.7  mg.  biliitib  n 

1.0  mg,  direct  0.4  mg,  total  protein  6.3  (Ims.  albumin 

3.1  Gms,  and  globulin  3.2  Gms.  .SGO  F was  42  tiniis 
(normal  8 to  40)  , LDH  137  iitiits  (normal  30  to  120)  , 
and  .SGP  F was  6 units  (normal  10  to  40)  . .Mkaline 
phosphatase  was  10.5  King-.\rmstrong  tinits.  Urinalysis 
was  comj)letely  normal. 

Following  admission,  it  was  suspecteil  that  the  |)atient 

*From  the  Pascat  k ^■alley  Hospital.  4\  estwood,  New 
Jersey. 
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might  have  acute  pericarditis.  She  was  treated  with 
opiates  for  relief  of  pain  and  nasal  oxygen  for  her 
dyspnea. 

On  the  following  day,  blood  pressure  in  the  right  arm 
was  136/90,  but  the  left  arm  measured  160/100.  All 
cardiac  sounds  were  distant  and  we  heard  a soft 
precordial  rub.  Coarse  rhonchi  were  audible  in  both 
lung  fields.  No  bruits  were  heard  over  the  neck,  thorax, 
or  abdomen.  All  pulses  were  present  peripherally. 
Findings  were  compatible  with  a dissecting  aneurysm 
of  the  thoracic  aorta.  Chest  x-ray  was  taken  on  the 
following  day,  the  third  hospital  day.  (figure  2)  On 


Figure  2 


this  study,  the  previously  noted  dilatation  of  the  as- 
cending aorta  was  absent.  The  remainder  of  the 
radiographic  study  was  unchanged  from  tliat  of  ad- 
mission. 

The  patient’s  pain  had  disappeared  following  the 
admission  and  never  returned.  She  remained  in  the 
hospital  for  seven  days  without  further  discomfort. 
She  was  ambulated  and  ultimately  discharged  without 
incident.  The  patient  has  remained  in  good  health 
thereafter  for  now  nineteen  months. 

Graliam  and  Millney'  reported  an  over-all  in- 
cidence of  dissecting  aneurysms  of  one  in  9131 
admissions  to  a general  hospital.  They  cited 
references  to  indicate  an  autopsy  incidence  of 
0.1  to  1.1  per  cent  at  other  institutions. 

Dissections  of  the  aorta  have  been  classified  by 
DeBakey,  ct  al?  into  three  basic  types:  Type  I 
involves  ascending,  transverse,  and  descending 
aorta.  Type  II  has  its  origin  in  the  ascending 


aorta  and  remains  confined  to  the  ascending 
aorta.  Type  III  has  its  origin  beyond  the  take- 
off of  the  left  subclavian  artery  and  the  dis- 
section remains  confined  to  the  descending 
aorta. 

Type  I dissections  occurred  in  61  per  cent  of 
cases  at  Grady  Memorial  Hospital.®  However, 
in  a series  of  27  cases,*  Tyjre  II  dissections 
occurred  in  70  per  cent.  The  discrepancy  is 
attributed  (by  the  latter  authors)  to  the  fact 
that  theirs  was  a selected  series  of  patients 
undergoing  aortography  and  they  believed 
that  patients  with  lesions  of  the  ascending 
aorta  usually  succumb  within  a feAV  days. 

Type  II  dissections  are  seen  almost  exclusively 
in  patients  with  cystic  medionecrosis  of  the 
ascending  aorta,  also  known  as  Marfan’s  Syn- 
drome. To  the  contrary,  in  idiopathic  cystic 
medionecrosis,  as  reported  by  Layman  and 
AVang,®  aneurysmal  dilatation  of  the  ascend- 
ing aorta  rarely  presents  with  a history  of 
chest  pain.  Patients  are  seen  in  congestive 
heart  failure  with  a wide  ascending  aorta  and 
aortic  regurgitation.  They  complain  of 
dyspnea  and  fatigue.  Nine  of  ten  such  cases 
were  in  males. 

Castleman®’  ' says  that  dissection  of  an  athero- 
sclerotic aneurysm  is  extremely  rare  and  us- 
ually measures  but  a few  centimeters  and  does 
not  present  symptoms.  But  Braunstein®  found 
that  most  of  his  subjects  had  exjrerienced  dis- 
section on  the  basis  of  arteriosclerosis  with  but 
15  per  cent  dissecting  on  the  basis  of  cystic 
medionecrosis.  The  role  of  hypertension  per 
se  in  the  pathogenesis  of  dissection  is  un- 
certain since  patients  with  extreme  hyper- 
tension may  have  no  more  medial  degenera- 
tion than  controls  of  similar  age  with  dis- 
section. 

Giant-cell  arteritis  is  a rare  cause  of  dissecting 
aneur)’sms,®  but  isolated  cases  of  dissection  of 
the  aorta  have  been  found  in  this  condition.® 

Familial  dissecting  aneurysm  has  been  re- 
ported in  a family  in  which  three  individuals 
had  cystic  medionecrosis  without  stigmata  ol 
Marfan’s  Syndrome.  It  was  concluded*"  that 
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Erdheim’s  disease  may  occur  as  an  hereditary 
condition. 

Hirst,  et  reviewed  505  cases.  In  this  series 
30  per  cent  of  the  patients  died  within  24 
hours;  60  per  cent  died  within  two  weeks,  and 
90  per  cent  within  three  months.  The  causes 
of  death  included  an  extension  of  the  dis- 
secting aneurysm  with  secondary  renal  artery 
occlusion  or  rupture  into  the  pericardium, 
mediastinum,  or  thorax.  Jones  and  Langley^- 
estimated  that  re-entry  occurred  in  90  per  cent 
of  those  surviving  longer  than  five  weeks.  A 
false  channel  may  become  established  and 
sometimes  endothelializes,  producing  a double- 
barrelled  aorta.  Austin,  et  in  a series  of 

50  patients  who  received  neither  medical  nor 
surgical  treatment  reported  that  only  14  per 
cent  were  alive  at  the  end  of  one  year. 

DeBakey,  et  say  that  with  surgical  inter- 
vention, five  year  survival  could  be  increased 
from  less  than  1 per  cent  without  surgery  to 
50  per  cent  survival  with  surgery.  In  his  series 
of  179  cases  17  per  cent  were  alive  at  nine 
years  whereas  none  were  alive  in  the  medically 
or  untreated  series  as  reported  by  Hirst,  et  al.^^ 

In  52  cases  at  the  University  of  Minnesota^^ 
from  1955  to  1965,  10  of  26  treated  surgically 
survived.  Of  26  treated  non-surgically  only 
six  were  discharged  home. 

Harris,  et  treated  40  patients  medically. 

In  this  series,  one  patient  died  within  15 
minutes.  Twelve  were  treated  surgically  with 
a mortality  rate  of  25  per  cent,  and  27  were 
treated  medically  with  anti-hypertensive  ther- 
apy with  a 15  per  cent  mortality.  No  patient 
had  aortic  insufficiency  or  Marfan’s  Syndrome. 

In  the  patients  treated  medically,  all  had  a 
systolic  blood  pressure  in  excess  of  110. 
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An  isolated  case  was  reported  (with  two-year 
survival),  in  which  dissection  was  complicated 
with  rupture  into  the  pleural  space.’®  Here  the 
pleural  effusion  had  cleared  and  the  media- 
stinal shadow  diminished.  Complete  healing 
of  a dissection  of  the  aorta  is  very  rare  but 
isolated  cases  have  been  reported.” 

In  the  case  reported  here,  angiographic  con- 
firmation was  not  obtained  and  the  actual 
course  of  events  remains  conjectural.  The 
location  of  the  tear  may  have  been  in  the 
ascending  aorta  but  might  just  as  well  have 
been  distal  with  proximal  dissection  occur- 
ring secondarily.  It  is  postulated  that  she  sus- 
tained an  aortic  dissection,  and  secondly, 
distal  recanalization.  Perhaps  auto-fenestra- 
tion occurred  spontaneously  within  48  hours. 

Summary 

A 64-year-old  woman  had  precordial  and  back 
pain  of  16  hours’  duration.  A discrepancy  was 
noted  in  the  blood  pressure  taken  in  the  two 
arms.  The  electrocardiogram  revealed  voltage 
and  axis  of  left  ventricular  hypertrophy  and 
ST  segment  elevations  suggesting  possible 
pericarditis.  Chest  X-ray  demonstrated  a 
widened  mediastinal  shadow  with  calcifica- 
tions not  conforming  to  that  of  the  widened 
aortic  arch.  While  being  considered  for  trans- 
fer to  another  hospital  (for  definitive  angio- 
graphic study  and  appropriate  therapy),  her 
pain  disappeared  and  the  mediastinal  shadow 
diminished  significantly  and  spontaneously. 
Though  unproved,  it  was  felt  that  the  patient 
had  sustained  a dissecting  aneurysm  which 
spontaneously  recanalized  thereby  collapsing 
the  dissection. 

A bibliographic  listing  of  17  citations  tnay  be  ob- 
taitied  Iroin  the  atttlioi  ttpon  re(|nesi. 
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Diagnimofa 
drug  abuser 


Drastic  loss  of  weight 
— heroin,  opium 


Tremor  of  hands 
—amphetamines 


These  are  a few  of  the  signs  that 
may  indicate  that  a young  person 
could  be  abusing  drugs  or  using 
narcotics.  While  these  symptoms  are 
not  proof  of  drug  abuse  (most 
could  occur  for  several  other  reasons), 
they  should  serve  to  alert  parents 
and  friends  that  a problem  may  exist. 

If  you're  not  sure,  talk  with 
your  family  physician.  If  you  suspect, 
ask  your  child  point  blank,  "Are 
\'Ou  taking  drugs'*" 

It's  a sad  thing  to  have  to  ask 
someone  you  love,  but  saying 
"Goodbye"  is  even  sadder  still. 

advertising  contributed 
IQiZ  for  the  public  good 


Redness  and  watering  of  eyes 
—glue  sniffing 


Running  nose 

—heroin,  morphine,  codeine 


Constant  licking  of  lips 
to  keep  them  moist 
resulting  in  chapped  raw  lips 
—amphetamines 


Red,  raw  nostrils 
—sniffing  cocaine 


Profuse  perspiration  and  body  odor 
—amphetamines 


Long  sleeve  garments  worn  constantly 
to  hide  needle  "tracks" 

— heroin  or  methcdrine 


Sunglasses  worn  at 
inappropriate  times  and  places 
hiding  dilated  pupils— LSD 


Staggering,  disoriented 
— barbiturates 
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Here  described  is  a little-known  information  re- 
trieval service  available  to  all  doctors  in  New  Jersey. 


Special  .„>^rtLcie 


Computerized  Literature  Searching 

Isabel  Spiegel,  Information  System  Supervisor 
New  Jersey  College  of  Medicine,  CMDNJ,  Newark 


If  residents,  interns,  or  students  need  a bibli- 
ography of  references  on  a medical,  biomedi- 
cal, dental,  or  nursing  subject,  the  CMDNJ 
Library  Staff  can  prepare  a printout  in  a 
short  time  at  no  charge  via  our  information 
retrieval  computer  terminal.  Visit  the  staff  at 
the  CMDNJ  Library,  Building  3,  Interims, 
Newark,  or  call  (201)  877-4581. 

The  doctor  who  has  spent  valuable  time 
searching  the  pages  of  Index  Medicus  for  ar- 
ticles on  a coordination  of  subjects,  such  as  a 
particular  drug  in  the  treatment  of  a specific 
disease,  or  case  reports  of  two  (or  more)  co- 
existing di.seases,  will  be  interested  to  know 
that  a simpler,  more  accurate,  and  time- 
saving method  of  doing  these  searches  has 
been  developed  and  the  CMDNJ  Library’s 
participation  in  the  system  is  here  described. 
In  New  Jersey  a bibliography  can  be 
prepared  on  a coordination  of  subjects 
through  an  automated  system. 

An  IBM  27"10  Communications  Terminal,  in- 
stalled in  the  College  Library  at  Newark  in 
November  1970,  ties  us  into  the  SUNY  Bi- 
omedical Communication  Network,  an  on- 
line, real-time,  automated  information  re- 
trieval system,  headquartered  at  Albany,  New 
York.  SUNY  stands  for  State  University  of 
New  York.  This  network  increases  the  utility 
of  the  citations  in  Index  Medicus  by  making 
them  accessible  to  a wider  portion  of  the 
medical  community  in  an  easily  retrievable 
form.  This  is  accomplished  via  the  leasing,  on 
a monthly  basis,  of  duplicate  copies  of  the 
MEDLARS**  tapes,  owned  by  the  National 
Library  of  Medicine.  The  tapes  accommodate 
the  SUNY  programing  and  etjuipment  needs 
and  the  citations  are  made  available  to  Net- 
work members  through  their  local  terminals. 
(Figure  I) 


A search  is  initiated  when  a patron  needing 
literature  on  a medical  subject  comes  to  the 
CMDNJ  Library.  He  fills  out  an  “Individual 
Setirch  Record”  form  and  is  interviewed  by  a 
search  analyst  on  the  library  staff,  who  must 
elicit  from  the  user  a clear  statement  of  his 
information  needs.  The  search  analyst  then 
translates  the  patron’s  request  into  the  terms 
of  the  system’s  controlled  vocabulary.  Medical 
Subject  Headings  (MESH)  . In  addition,  the 
desired  relationships  among  the  concepts  in- 
volved in  the  search  must  be  established. 
Next  the  recpiest  is  typed  into  the  SUNY 
system  on  the  terminal  typewriter,  according 
to  the  required  program  format.  It  must  be 
entered  in  letter-  and  character-perfect  form 
or  the  search  will  not  be  properly  executed. 


figure  1— Routes  of  Communication  Between  Central 
Computer  and  Local  Terminal. 


Within  a short  time — usually  5 to  10  minutes 
the  typewriter  ivill  automatically  start  to 
print  out  citations  to  articles  relevant  to  the 
coordination  of  subjects  in  the  search  retjuest, 

**  MEni,.\RS  is  an  acronym  standing  for  Medical 
I.iterature  and  .Analysis  Reirieval  System,  the  end- 
product  of  wliicli  is  a data-base  of  citations  to  medical 
and  licalth-related  literatitre. 
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and  the  procedure  is  completed  by  giving  the 
patron  the  printout  of  references.  (Figure 
2) 


• AT  THIS  POINT  PROCEDURE  IS  CARRIED  ON  BY  LIBRARY  STAFF 

Figure  2— Steps  from  Initiation  to  Completion  of 
Search  Request. 

Searches  may  be  structured  in  several  ways 
depending  on  the  inquirer’s  needs.  Examples 
of  various  types  of  searches  follow : 

“And”  Search:  An  example  of  an  “and”  search 
would  be;  “The  Electroencephalogram  in 
Measles.”  Both  the  concept,  “electroencep- 
halography” and  the  concept,  “measles”  must 
be  contained  in  each  citation  retrieved.  The 
structure  would  be  ’’electroencephalography 
and  measles.” 

“And/or”  Search:  A sample  “and/or”  search 
might  be:  “Prosthetic  Replacement  of  Hip 
or  Shoulder  Joint.”  In  this  case,  the  con- 
cept of  “prosthesis”  must  be  present  in  each 
relevant  article,  but  either  the  concej)t,  “hip 
joint”  or  the  concept,  “shoulder  joint,”  (but 
not  necessarily  both)  must  be  contained  in 
each  citation  printed  out.  The  structure  here 
would  be,  “(string  1)  joint  prosthesis  and 
(string  2)  shoidder  joint,  hip  joint.” 


“But  not”  Search:  The  patron  might  be  in- 
terested in  articles  on  : “Smoking  and  Lung 
Cancer,  but  no  Animal  Studies.”  Both  the 
concepts  of  “smoking”  and  “lung  cancer” 
must  be  present  in  each  citation  retrieved, 
but  those  articles  dealing  with  “animal 
studies”  are  not  to  be  printed  out.  Search 
structure  would  be  “(string  1)  smoking  and 
lung  neoplasms  and  (string  2)  animal  experi- 
ments (not).” 

Figure  3 shows  the  actual  printout  for  the 
“and”  search  described  in  the  text,  illustrat- 
ing the  form  in  which  the  references  come 
through  the  terminal. 

« 

*UTH0«:  **T*  A.BMUIlC#  V.MlTIf*  TBIV  S.TU*CU  T.«»rU  I 

• Tiril;  (UCT|tB(MCEPHAlO««AMiC  tMUKeS  IN  MCASlfS 

JTA:  NCV  HEOICOOnO  IASI 

PUIOATE!  OCT-OCC  S9 

• PACES: 

lANCUACt:  tUN 

• SmCK  INFVT  ACINOMtEMED. 

OPTION  UtEPiNOl; 

rLfCTMFWCEPKAlOCRAWT  A KCA$US: 

• HIT  AUTHOBS.IITLE,JTA,PU*OATE.PACtSAAMOUAOE| 


• ITTSie  IBS 

AUTHOflS:  OATWI  AO 

Tmts  SUNACVTt  SCirPOSINC  P*Nt»PEP*fAtlTIS-  NfASlfS  nttEPNAllTIS  TNOlKTlON 

• jTAs  POSTCAAS  HEO  J 

PVtOATE:  JUN  S9 

PAGES: 

• lARcaACf  Eve 

1SS7«7  fPY 

• AUtHONS:  CN6E  S 

TITIE:  EEC  IllPf  ST  ICATlfWS  IV  NEASlfS  E»f  EP^Al  IT  IS . 

JTA:  EEECTVeiVCEPW  ClIN  N»U*OPVTS lOL 

• PUBDATE;  AUC  CS 

PACES:  IMll 

lAMCUAOf:  FVC 

Figure  3— Portion  of  Printout  for  “.And”  Search  De- 
scribed in  Text. 

Presently,  it  takes  an  average  of  four  days 
from  receijJt  of  a search  request  to  put  a 
printout  in  your  hands.  If,  however,  you  are 
in  urgent  need  of  information,  particularly 
for  patient  care,  your  search  will  be  given 
priority,  and,  if  necessary,  rvill  be  run  imme- 
diately. The  four-day  time  lag  is  due  to  a 
continual  backlog  of  searches,  which,  in  turn, 
is  due  primarily  to  a relatively  slotv  response 
time  on  the  part  of  the  machine,  inherent  in 
the  system.  As  a residt  of  the  recent  reloca- 
tion of  the  computer  headquarters  to  larger 
facilities  and  installation  of  an  IBM  System 
370,  model  155,  which  has  ten  times  the  pow- 
er of  the  previous  one,  we  anticipate  reduc- 
tion in  machine  response  time,  enabling  us  to 
comjjlete  more  searches  each  day. 

CMDNJ  j)aid  one  fee  to  the  State  University 
of  New  5'ork  for  a year  of  participation  in 
the  network,  during  which  time  there  is  no 
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limit  on  the  number  of  searches  which  may 
he  run  and  no  additional  lees.  We  in  turn 
make  no  charge  to  patrons  lor  tlie  service. 

To  date  we  have  completed  533  SUNY 
searches  and  generated  a total  of  24,345  cita- 
tions. The  consensus  of  the  inquirers  using 
the  system  at  CMDNJ  seems  to  be  that  they 
are  saved  considerable  time  in  compiling  ref- 
erences they  need;  they  still  mtist  go  through 
the  standard  library  channels  to  acquire  those 
of  the  documents  cited,  in  which  they  are 
interested. 

.\t  CMDNJ,  we  feel  a strong  responsibility  in 
meeting  the  medical  information  needs  of  the 
health  sciences  community  outside  the  Col- 
lege and  particularly  within  New  Jersey.  As  a 
subregional  library  of  the  New  York- 
Northern  New  Jersey  Regional  Medical  Li- 
brary, we  are  committed  to  making  the  cur- 
rent medical  literature  as  accessible  as  pos- 
sible within  our  boundaries.  Our  responsibili- 
ties in  this  endeavor  were  recently  broadened 
when  our  library  was  awarded  a grant  by  the 
New  Jersey  Regional  Medical  Program,  to 
provide  library  services  to  physicians  in  the 
state,  directly,  if  necessary,  but  preferably 
through  their  hospital  librarians. 

To  meet  these  commitments,  we  have  been 
carrying  out  SUNY  searches  for  any  outside 


library  (hospital,  academic,  society,  industri- 
al) or  individual,  located  in  New  Jersey,  hav- 
ing a legitimate  need  for  medical  informa- 
tion, provided  the  search  retpiest  is  siuted  to 
the  system.  This  is  done  with  the  recognition 
that  the  College’s  faculty,  students,  interns, 
residents,  and  staff  are  our  primary  clientele 
and  filling  their  information  needs  is  our  pri- 
mary concern. 

Thus,  a physician  in  need  of  a liibliography 
on  a medical  subject  can  reach  us  personally 
if  he  is  in  a great  htirry,  but  we  would  prefer 
that  he  work  through  his  hospital  librarian 
who  will  screen  the  request  and  determine 
how  best  to  handle  it. 

Our  plans  include  widening  knowledge  and 
awareness  of  our  .SUNY  terminal  and  its  ca- 
pabilities among  New  Jersey  health-related 
librarians,  through  orientation  and  training 
sessions  in  our  libarary.  Pairs  of  interested  li- 
brarians are  invited,  during  successive  weeks, 
to  spend  a day  with  tis,  becoming  acquainted 
with  the  network,  search  formulation,  and 
machine  operation. 

It’s  been  said  before : literature  is  flooding  the 
field;  technology  is  striving  to  provide  con- 
trols. Amidst  it  all,  libraries  are  getting  to  be 
more  and  more  exciting — medical  libraries 
are  in  the  forefront — and  the  CMDNJ  Li- 
brary is  finding  the  challenge  irresistible! 


ATTENTION  COMPONENT  SOCIETIES 

The  206th  Annual  Meeting  of  MSNJ  will  be  held  May  6 to  9,  1972  at  Chalfonte- 
Haddon  Hall  in  Atlantic  City.  Please  schedule  your  county  meeting  for  election 
of  delegates  and  alternate  delegates  so  that  the  names  can  be  forwarded  to  the 
Executive  Offices  no  later  than  April  1,  1972. 
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BETTY  BACHARACH  HOME 
for 

AFFLICTED  CHILDREN 


24th  and  Atlantic  Avenues 
Longport,  New  Jersey  08403 

Comprehensive  rehabilitation  program  for 
handicapped  children  between  age  limits 
2 years  to  14  years  of  age.  (Spina  bifidas; 
perthes  disease;  rheumatic  heart;  cerebral 
palsy,  etc.) 

Services  included:  Physical  medicine;  physi- 
cal therapy;  speech  therapy;  psychological 
services;  social  service;  recreational  activi- 
ties; 24  hrs,  registered  nursing  service;  ex- 
cellent dietary  service.  All  our  medical  staff 
and  professional  personnel  are  fully  certi- 
fied. 

Write  or  contact:  Administrator 
Telephone:  822-2125  822-2126 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Professional  Liability  Insurance  Program 


Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 


Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRinON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 
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Pink  isn’t  exactly  his  color, 


but  he  loves  it  for  a change 

wihGer  mmKm 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients . . . 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


liV//7^ru/7 


WINTHROP  LABORATORIES 
NEW  YORK.  N.Y.  10016 


Now!, Quick, Easy-to-Use  ' 
Medical  Socioeconomic  Index 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AM  A review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below: 


NEW  JERSEY  DOCTORS’  NOTEBOOK 


Trustees'  Minutes 

November  21,  1971 

A regular  meeting  ot  the  Board  of  Trustees 
was  held  on  November  21,  1971,  at  the  Ex- 
ecutive Offices  in  Trenton.  Detailed  minutes 
are  on  file  with  the  secretary  of  your  county 
medical  society.  A summary  of  significant 
actions  follows: 

Rutgers  Medical  School  . . . Thanked  Dean 
Mackenzie  of  Rutgers  Medical  School  for  his 
informal  presentation,  calling  attention  to 
the  following  current  and  long  range  plans  of 
the  College:  the  Psychiatric  Institute  build- 
ing will  be  opened  in  the  fall  of  1972;  chair- 
men have  been  recruited  for  the  Department 
of  Medicine  and  the  Department  of  Psy- 
chiatry; presently  80  freshmen  and  80  soph- 
omores can  be  accommodated;  plans  call  for 
third  and  fourth  year  clinical  training  by 
September  1972;  hopefully  a three-year  cur- 
riculum will  be  instituted  by  1976;  by  1978 
it  is  planned  that  160  M.D.’s  each  year  will 
be  graduated  from  Rutgers;  the  College  aims 
to  establish  affiliations  with  several  New  Jer- 
sey hospitals  for  teaching  clinical  subjects;  a 
separate  Department  of  Family  Practice  will 
be  established  upon  approval  of  Dr.  Bergen, 
President  of  CMDNJ,  and  the  Board  of 
Trustees  of  the  College. 

Executive  Offices  Building  Plans  . . . Ap- 
proved the  following  recommendation  of  the 
Executive  Committee  and  Special  Committee 
on  House  Maintenance  in  joint  meeting. 

That  the  Board  of  Trustees  approve  the  final  plans 
and  specifications  covering  the  alterations  and  addi- 
tions to  the  Executive  Offices  of  MSNJ.  (Requests  for 
bids  will  be  initiated  about  January  15.) 

Blood  Banking  . . . Adopted  the  following 
recommendations  relating  to  the  uniformity 
of  blood  banking  procedures  in  New  Jersey: 


(a)  That  the  Governor  of  New  Jersey  be  requested 
to  establish  a Commission  to  study  problems  relating 
to  the  procurement  and  distribution  of  blood  in  the 
State  of  New  Jersey. 

(b)  That  upon  appointment  of  the  above  nicntioncd 
Commission,  MSNJ  schedule  a meeting  to  prepare 
testimony  for  presentation  to  that  Commission.  To 
this  meeting  should  be  invited  agencies  connected 
with  blood  collection. 

Physicians’  Relief  Fund  . . . Appointed  the 
following  members  to  the  Standing  Commit- 
tee on  Physicians’  Relief  Fund: 

Joseph  J.  Kline,  M.D.,  Chairman  (3rd  District)  (1974) 
John  J.  Bedrick,  M.D.  (2nd  District)  (1974) 

A.  Guy  Campo,  M.D.  (5th  District)  (1973) 

Frederick  W.  Durham,  M.D.  (4th  District)  (1973) 
Frank  Y.  Watson,  M.D.  (1st  District)  (1972) 

B/T  Minutes  to  Past  Presidents  . . . Ap- 
[jroved  a suggestion  that  the  last  five  im- 
mediate past-presidents  of  MSNJ  be  included 
among  those  receiving  the  minutes  of  the 
Board  of  Trustees’  meetings. 

Committee  to  Assist  Governmental  Health 
Planning  Agencies  . . . Adopted  the  follow- 
ing recommendation,  in  accordance  with  a 
suggestion  from  the  Committee  on  Child 
Health  and  the  approval  of  the  Council  on 
Public  Health: 

That  the  Board  of  Trustees  of  MSNJ  establish  a 
special  committee  whose  primary  aim  would  be  to 
assist  existing  governmental  health  planning  agencies 
in  their  activities. 

Air  Pollution  . . . Adopted  the  following 
recommendation  from'  the  Committee  on  En- 
vironmental Health  (which  had  previously 
been  approved  by  the'  Council  on  Public 
Health): 

That  MSNJ  urge  the  New  Jersey  College  of  Medicine 
and  Dentistry,  the  Department  of  Environmental  Pro- 
tection, and  the  New  jetsey  State  Department  of 
Health  to  coordinate  their  efforts  in  establishing  a 
project  to  develop  more  advanced,  ( knowledge  of  the 
problem  of  air  pollution  and  to  seek  special  funds 
from  both  industry  and  the.  government  for  this 
pilrpose. 

Accreditation  of  Hospitals  ...  Adopted  the 
following  substitute  recommendation  for  a 


VOL.  69-NUMBER  1-JANUARY,  1972 


71 


recommendation  offered  by  the  Council  on 
Public  Health: 

That  MSNJ  reaffirm  its  position  to  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  that  an  open 
meeting  with  the  hospital  medical  staff  be  a part 
of  every  survey  procedure. 

Council  on  Public  Relations  . . . Approved 
the  report  of  the  November  14  meeting  of  the 
Council  on  Public  Relations,  including  the 
following  continuing  projects  for  1971-72: 

1.  Publication  and  distribution  of: 

(a)  Junior  Health  Hints  to  schools  and  public  li- 
braries. 

(b)  Membership  Newsletter,  including  the  annual 
compilation  and  distribution  of  a bound,  indexed 
set  to  component  societies. 

(c)  Periodic  Newsletter  to  cooperating  agencies/indi- 
viduals as  required. 

2.  Preparation  and  publication  of  special  news  releases 
and  publicity  as  required  from  time  to  time,  in  further- 
ance of  the  Society’s  business,  interests,  and  activities, 
including: 

(a)  The  Eye  Health  Screening  Program 

(b)  The  Annual  Meeting 

(c)  Child  Safety  Week 

(d)  Selected  official  programs  and  activities 

3.  Responsibility  for  bestowal  of  the  Golden  Merit 
Award. 

4.  Responsibility  for  the  informational  center  and  is- 
suance of  press  releases  at  the  annual  meeting. 

5.  Encouragement  of  continuance— or  establishment— 
of  orientation  programs  for  new  members  under  the 
sponsorship  of  component  societies. 

6.  Encouragement  of  statewide  emergency  medical 
care  coverage,  particularly  with  reference  to  the 
“Basic  Concepts  Underlying  the  Provision  of  Profes- 
sional Medical  Care”  as  adopted  by  the  House  of 
Delegates  and  printed  in  the  “Appendix  of  Reference 
Information”  of  the  Membership  Directory. 

7.  Encouragement  of  Future  Physicians  Clubs  in  each 
county  through  service  as  a clearinghouse  at  state 
level. 

Section  on  Neurosurgery  and  Neurology  . . . 
Adopted  the  following  amended  recommenda- 
tion originally  suggested  by  the  Committee  on 
Annual  Meeting: 

That  a Section  on  Neurosurgery  and  Neurology  and 
a Section  on  Psychiatry  be  formed,  and  that  the  New 
Jersey  Neurosurgical  Society  be  invited  to  co-sponsor 
a program  to  be  presented  by  the  newly  formed  Sec- 
tion on  Neurosurgery  and  Neurology  at  the  1973 
Annual  Meeting. 


Affiliate  or  Adjunct  Membership  in  MSNJ 
. . . Apjiroved  the  following  recommenda- 
tion from  the  Committee  on  Medical  Defense 
and  Insurance  for  referral  to  the  Standing 
Committee  on  Revision  of  Constitution  and 
Bylaws: 

That  MSNJ  create  a new  category  of  special  con- 
tinuing membership,  such  as  “affiliate’’  or  “adjunct,” 
to  enable  former  active  members  of  MSNJ  who  leave 
the  State  to  retain  membership  status  with  the  So- 
ciety and  thereby  continue  their  coverage  under  its 
group  health,  accident,  and  life  insurance  policies. 

Audit  Revieiv  . . . Approved,  with  com- 
mendation to  the  Treasurer  and  Business 
Manager,  the  report  of  the  Special  Committee 
on  Audit  Review. 

Annual  Meeting  . . . Approved  the  follow- 
ing recommendation  from  the  Committee  on 
Audit  Review: 

That  the  Committee  on  Annual  Meeting  be  asked 
to  re-examine  the  high  cost  areas,  especially  the  costs 
associated  with  the  Informational  Exhibits,  the  Tech- 
nical Exhibitors’  Buffet,  and  the  Annual  Dinner 
Dance;  and  that  the  Committee  on  Finance  and 
Budget  be  apprised  of  and  consulted  on  the  Coiumiuec 
on  Annual  Meeting’s  deliberations. 

Journal  . . . Approved  the  following  recom- 
mendation from  the  Committee  on  Audit  Re- 
view: 

That  the  Committee  on  Publication  be  asked  to 
review  the  statement  and  report  its  findings  and/or 
recommendations  to  the  Committee  on  Finance  and 
Budget. 

Utilization  Revieiv  and  Peer  Review  . . . 
Approved  the  following  recommendation 
from  the  Joint  Ad  Hoc  Task  Force  (with 
the  New  Jersey  Hospital  Association): 

That  the  State  Peer  Review  Committee  and  this 
Joint  Ad  Hoc  Task  Force  be  combined  by  designat- 
ing the  members  of  the  Joint  Ad  Hoc  Task  Force  as 
consultants  to  the  State  Peer  Review  Committee. 

Statewide  Automated  Bookkeeping  System 
. . . Approved  the  following  recommenda- 
tion from  the  Ad  Hoc  Committee  on  a State- 
wide Automated  Bookkeeping,  Accounting, 
and  Billing  System  and  directed  that  the 
Committee  be  discharged  tvith  thanks: 

That  the  Statewide  Automated  Bookkeeping,  Ac- 
counting, and  Billing  System  not  be  established. 
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Note:  The  above  recommendation  was  the  result  of  a 
survey  of  the  component  county  societies  which  indi- 
cated a lack  of  interest  in  such  a system. 

Peer  Review  . . . Approved  the  following 
Presidential  appointments  to  the  State  Peer 
Review  Committee: 


1st  District  George  L.  Benz,  M.D. 

Hillel  M.  Ben-Asher,  M.D.  (alternate) 

2nd  District  Thomas  C.  DeCecio,  M.D. 

James  A.  Rogers,  M.D.  (alternate) 

3rd  District  John  A.  Lincoln,  M.D. 

Rail  T.  Franzoni,  M.D.  (alternate) 

4th  District  William  R.  Muir,  M.D. 

Earl  B.  Keller,  M.D.  (alternate) 

5th  District  Louis  K.  Collins,  M.D. 

Sherman  Garrison,  M.D.  (alternate) 


Consultants  Louis  F.  Albright,  M.D. 

Arthur  Bernstein,  M.D. 

John  S.  Madara,  M.D. 
Nicholas  E.  Marchione,  M.D. 
James  A.  Rogers,  M.D. 

Mr.  Jack  Owen 


Blood  Procurement  . . . Directed  that  a 
crash  program  of  advertising  in  the  daily 
newspapers  of  New  Jersey,  suggesting  that 
December  is  an  especially  appropriate  time 
to  express  good  will  toward  one’s  fellowman 
by  donating  blood,  be  implemented  under 
the  guidance  of  the  public  relations  firm 
of  Daniel  Edward,  Inc.,  and  that  simultane- 
ously the  idea  of  an  ongoing,  year-round  pro- 
gram of  blood  procurement  be  referred  to 
the  Council  on  Public  Relations  for  adop- 
tion as  a regular  continuing  project,  and  that 
all  component  societies  be  informed  of  this 
action  by  sjrecial  notification. 


Comprehensive  Health  Planning  . . . Pointed 
out  (in  reply  to  a communication  from  the 
Hud.son  County  Medical  Society  to  the  effect 
that  there  was  a lack  of  communication  be- 
tween MSNJ  and  its  comjxment  societies  in 
regard  to  the  Comprehensive  Health  Plan- 
ning Council)  that  the  Comprehensive  Health 
Planning  Council  is  a state  agency  and  that 
MSNJ  is  not  part  of  its  operation,  and  that 
the  Council  has  no  obligation  to  inform  the 
Society  of  its  activities.  The  Society  does 
have  repre.sentation  on  the  Council  in  the 
person  of  Nicholas  E.  Marchione,  M.D.,  and 
there  are  other  M.D.  members  of  the  Council: 


Stanley  S.  Bergen,  Jr.,  M.D.,  Alvin  A.  Florin, 
M.D.,  and  William  T.  Snagg,  M.D.  Samuel 
J.  Lloyd,  M.D.,  serves  as  an  alternate  mem- 
ber for  the  Commissioner  of  the  Department 
of  Institutions  and  Agencies. 


New  Health 
Insurance  Proposals 

HEW  Secretary  Elliot  Richardson  has  re- 
vealed a new  proposal  “to  tighten  controls  on 
provider  costs  and  inefficiences.’’  He  outlined 
the  long-awaited  program  for  regulating  pri- 
vate health  insurance  companies.  In  a 
38-page  statement,  Richardson  was  critical  of 
the  Kennedy-Labor  bill.  He  promised  that 
the  provider  controls  and  the  insurance  com- 
pany plan  will  be  submitted  in  legislative 
detail  to  the  House  Ways  and  Means  Com- 
mittee shortly.  Here  is  a summary  of  the  Ad- 
ministration’s text  on  the  provider  plan: 


In  order  to  help  the  consumer  become  a pru- 
dent buyer  in  the  medical  care  market  and 
to  protect  the  consumer  against  unnecessary 
increases  in  health  care  costs,  we  shall  pro- 
pose the  following: 

(1)  The  states  shall  re(]uire  health  insurance  com- 
panies to  inform  prospective  policyholders  as  to 
benefits,  exclusions,  premium  costs,  and  delivery 
system  choices. 

(2)  The  states  shall  require  providers  to  inform  the 
public  as  to  charges  for  standard  items  and  other 
patient  access  matters. 

(.3)  We  will  establish  local  (juality  review  organiza- 
tions of  outside  medical  experts,  including  non- 
providers in  some  instances. 

(4)  We  propose  to  require  NHl.S.A  carriers  to  apply 
control  measures  and  statistical  reporting 
measures  including  review  of  utilization  of  health 
care  services.  Specific  plans  for  implementation 
with  regard  to  wages  and  prices  will  be  developed 
in  conjunction  with  the  Committee  on  the  Health 
Industry  established  by  the  President  under  Phase 
II  of  his  new  economic  policy. 

(5)  State  planning  agencies  will  be  required,  in  co- 
operation with  area-wide  planning  agencies  and 
as  a condition  of  Federal  grant  support  and 
approval,  to  identify  areas  of  physician  and 
faedity  ovcrsupply.  States  are  to  develop  and 
apply  detailed  criteria  based  on  F'ederal  guide- 
line.s,  and  publish  this  information. 
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Under  the  proposed  insurance  company  regu- 
lations, Richardson  added  that  we  intend  to 
secure  agreements  with  states  under  which 
the  states  will: 

(1)  Require  annual,  independent  audits  of  participat- 
ing insurance  companies. 

(2)  Create  state  health  insurance  insolvency  mechan- 
isms. A Federal  mechanism  will  also  be  established 
for  use  if  a state  fails  to  act  satisfactorily. 

(3)  “File  and  use”  procedures  for  premium  rates 
under  NFIISA  insurance  contracts,  with  authority 
to  disapprove  extraordinary  rates. 

(4)  Require  disclosure  by  insurers  of  their  adminis- 
trative expenses  as  a percentage  of  premiums. 

(5)  Create  state  insurance  pools,  open  to  small  em- 
ployers, the  self-employed,  and  those  who  are  not 
employed,  but  are  ineligible  for  Federally- 
financed  health  programs.” 

Richardson  said  he  was  certain  the  hearings 
“will  culminate  in  a national  health  insur- 
ance program.’’  The  Administration’s  plan 
avoids  the  danger  of  two  extremes — proposals 
that  do  little  to  alter  the  present  system  and 
proposals  to  substitute  a monolithic  Federal 
scheme,  he  declared.  Richardson  said  pro- 
ponents of  the  Kennedy-Labor  bill  “seem  to 
assume  that  radical  intervention  by  the  Fed- 
eral Government  in  health  care,  in  an  inflex- 
ible, predetermined,  and  monolithic  manner, 
is  the  only  way  to  solve  health  organization 
and  deliver)'  problems.  I suggest  that  we  are 
more  likely  to  attain  our  common  health  ob- 
jectives by  stimulating  competition  and  by 
promoting  consumer  education  and  freedom 
of  individual  choice,  rather  than  by  resorting 
to  fiscal  coercion  and  unrealistically  global 
schemes.”  He  estimated  it  will  cost  $60  billion 
in  new  taxes. 

The  American  Medical  Association’s  Medi- 
credit  and  the  Health  Insurance  Association 
of  America’s  plan  also  were  criticized.  The 
major  shortcoming  in  both,  said  Richardson, 
“is  the  great  unlikelihood  of  achieving  uni- 
versality in  protection.” 

The  catastrophic  protection  plans,  standing 
alone,  “do  very  little  for  very  few  people — far 
less  than  what  this  nation  must  do  if  it  is  to 
act  with  a full  sense  of  responsibility,”  the 
HEW  Secretary  testified. 


^Vith  the  Administration’s  testimony  in  hand, 
the  Committee  then  turned  to  the  long  pa- 
rade of  witnesses  from  such  diverse  organiza- 
tions as  the  College  Democratic  Clubs  of 
America  to  the  Senior  Citizens  Golden  Ring 
Council  to  ascertain  how  they  think  the  na- 
tion’s health  care  system  should  be  reshaped. 

.\FL-C10  President  Meany  told  Committee 
members  that  “Labor  will  vigorously  oppose” 
any  efforts  to  dilute  its  plan  for  national 
health  insurance. 

“I  hope  and  firmly  believe  that  we  won’t 
have  to  come  back  in  the  next  Congress,” 
Meany  said.  “But,  if  we  have  to,  we  will  come 
back  again  and  again  until  the  Health  Secur- 
ity Program  is  enacted.  And,  if  we  have  to,  we 
will  take  this  issue  to  the  people  in  the  elec- 
tions of  1972.” 

Meany  blasted  the  national  health  insurance 
proposals  of  the  .Administration,  the  health 
insurance  industry,  and  the  .AM.A  saying  they 
“would  all  just  pour  new  money  into  the 
present  health  care  delivery  system  which  is  a 
failure.”  He  said  that  .AM.A’s  Medicredit 
“represents  a major  shift  in  direction  for  or- 
ganized medicine  . . . but  it  is  little  more  than 
a continuation  of  the  present  unsatisfactor)' 
system  of  delivering  health  care.” 

Meany  scoffed  at  warnings  that  physicians 
might  rebel  if  the  Labor  Bill  is  enacted.  “The 
vast  majority  of  doctors  are  dedicated,  proud 
professionals  whose  basic  concern  is  for  the 
sick  and  ailing.” 

The  .American  Farm  Bureau  Federation 
urged  against  the  creation  of  "a  powerful 
bureaucrac)'  of  great  scope,”  and  the  Nation- 
al Federation  of  Independent  Business  came 
out  flatly  against  any  compulsor)-  insurance 
system. 

The  -American  Public  Health  .Association 
called  for  a broad  national  program  with 
heavy  emphasis  on  speeding  development  of 
prepaid  group  plans.  The  goals  set  forth  by 
James  Kimmey,  .APHA  Executive  Director,  fit 
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the  Labor  Bill  more  than  any  other  proposal, 
but  the  association  did  not  endorse  a single 
measure. 

Replying  to  charges  private  companies  have 
failed  to  stem  rising  costs,  J.  Henry  Smith, 
President  of  Equitable  Life  Assurance  Soci- 
ety, said  that  the  principal  causes  have  been 
rising  wages,  more  costly  equipment,  and  ex- 
pensive new  life-saving  technics.  He  asked 
whether  insurers  were  supposed  to  prevent 
these  developments.  Furthermore,  the  witness 
said,  “Insurers  have  tried  hard  to  spot  and 
control  overcharging.  ^Ve  have  worked  t\-ith 
medical  societies  to  set  up  peer  review  com- 
mittees, not  just  for  the  purpose  of  catching 
overcharges  but  for  the  purpose  of  educating 
physicians  not  to  overcharge  in  the  first 
place.” 

Leonard  Woodcock,  President  of  the  United 
.\uto  Workers  L'nion,  told  the  Committee,  “it 
is  time  to  cancel  the  insurance  industrv”  and 
impose  a national  health  insurance  program 
operated  by  the  government.  ^Voodcock  op>- 
posed  the  Administration’s  proposal  to  re- 
quire employers  to  provide  emplovees  with 
health  insurance  from  private  firms,  saving 
organized  labor  helped  to  create  the  private 
health  insurance  industry  and  supported  it 
for  three  decades.  “But  the  private  health 
industry  has  failed,”  Woodcock  said.  “It  has 
failed  to  control  costs.  It  has  failed  to  provide 
adequate  benefits  even  for  those  with  some 
form  of  coverage.  -After  30  years  of  effort,  all 
private  health  insurance  combined  still  covers 
only  a little  more  than  one-third  of  private 
personal  health  care  e.xpenses.” 

Pharmacists,  represented  by  the  .American 
Pharmaceutical  -Association,  urged  the  Com- 
mittee to  include  drugs  in  any  health  insur- 
ance plan. 

\\  illiam  G.  Battaile,  President  of  the  -Ameri- 
can -Association  of  Blood  Banks,  asked  that 
no  coverage  be  provided  to  pay  for  blood 
transfusions.  He  contended  that  pavments 
would  encourage  greater  use  of  commercial 
blood  banks  and  increase  the  risk  of  hepatitis. 


The  Eye  and 
Learning  Disabilities 

The  eye  and  visual  training  in  the  treatment 
of  dyslexia  and  associated  learning  disabilities 
ha\e  recently  been  reviewed  with  the  follow- 
ing conclusions  by  the  .American  .Academy  of 
Pediatrics,  the  .American  .Academy  of  Oph- 
thalmology and  Otolaryngology,  and  the 
-American  .Association  of  Ophthalmology; 

1.  Learning  disability  and  dyslexia,  as  well  as 
other  forms  of  school  underachievement,  re- 
quire a multi-disciplinary  approach  from 
medicine,  education,  and  psychology  in  diag- 
nosis and  treatment.  Eye  care  should  nei'er  be 
instituted  in  isolation  when  a patient  has  a 
reading  problem.  Children  with  learning  dis- 
abilities have  the  same  incidence  of  ocular 
abnormalities — refractive  errors  and  muscle 
imbalance — as  children  who  are  normal 
achievers  and  reading  at  grade  level.  These 
abnormalities  should  be  corrected. 

2.  Since  clues  in  word  recognition  are  trans- 
mitted through  the  eyes  to  the  brain,  it  has 
become  common  practice  to  attribute  reading 
difficulties  to  subtle  ocular  abnormalities  pre- 
sumed to  cause  faulty  visual  perception. 
Studies  have  shown  that  there  is  no  peripher- 
al eye  defect  which  produces  dyslexia  and 
associated  learning  disabilities.  Eve  defects  do 
not  cause  reversals  of  letters,  words,  or  num- 
bers. 

3.  No  known  scientific  evidence  supports 
claims  for  improving  the  academic  abilities  of 
learning-disabled  or  dyslexia  children  with 
treatment  based  solely  on:  (a)  visual  training 
(muscle  exercise,  ocular  pursuit,  glasses),  or 
(b)  neurologic  organizational  training  (later- 
ality training,  balance  board,  perceptual 
training) . Such  training  has  frequently  re- 
sulted in  unwarranted  ex|>ense  and  has 
delayed  proper  instruction  for  the  child. 

4.  Excluding  correctable  ocular  defects,  glas- 
ses have  no  value  in  the  specific  treatment  of 
dyslexia  or  other  learning  problems.  Unneces- 
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sary  prescribed  glasses  may  create  a false 
sense  of  security  that  may  delay  needed  treat- 
ment. 

5.  The  teaching  of  learning-disabled  and 
dyslexic  children  is  a problem  of  educational 
science.  No  one  approach  is  applicable  to  all 
children.  A change  in  any  variable  may  result 
in  increased  motivation  of  the  child  and  re- 
duced frustration.  Mental  level  and  psycholo- 
gical implications  are  contributing  factors  to 
a child’s  success  or  failure.  Ophthalmologists 
and  other  medical  specialists  should  offer 
their  knowledge.  This  may  consist  of  the 
identification  of  specific  defects,  or  simply 
early  recognition.  The  precursors  of  learning 
disability  can  often  be  detected  by  three  years 
of  age.  Since  remediation  may  be  more  effec- 
tive during  the  early  years,  it  is  important  for 
the  physician  to  recognize  the  child  with  this 
problem  and  refer  him  to  the  appropriate 
service,  if  available,  before  he  is  of  school 
age.  Medical  specialists  may  assist  in  bringing 
the  child’s  potential  to  the  best  level,  but  the 
actual  remedial  educational  procedures  re- 
main the  responsibility  of  educators. 

Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were  re- 
ported to  the  Division  of  Preventable  Diseases 
during  November  1971: 


Aseptic  meningitis 

1971 

November 

7 

1970 

November 

30 

Primary  encephalitis 

0 

3 

Post-infectious  encephalitis 

0 

0 

Hepatitis:  Total 

344 

279 

Infectious 

254 

216 

Serum 

90 

63 

Malaria;  Total 

9 

2 

Military 

9 

2 

Civilian 

0 

0 

Meningococcal  meningitis 

2 

8 

Mumps 

83 

219 

German  measles 

38 

28 

Measles 

58 

11 

Salmonella 

65 

90 

Shigella 

47 

41 

Smallpox 

As  most  of  you  know,  the  U.S.  Public  Health 
Service  has  recently  suggested  that  routine 
vaccination  against  smallpox  be  abandoned. 
Reasons  for  that  decision  are  as  follows: 

(1)  There  have  been  no  cases  of  smallpox  in 
the  United  States  since  1949.  Cases  in  the 
United  States  can  occur  today  by  importation 
only. 

(2)  The  risk  of  importation  of  smallpox  has 
significantly  declined  in  the  last  four  years 
because  of  the  progress  made  in  the  World 
Wide  Smallpox  Eradication  Program  com- 
menced in  1967.  In  June  1971,  only  nine 
countries  reported  smallpox.  In  1970,  there 
were  fewer  than  50,000  cases  of  smallpox  re- 
ported from  throughout  the  world. 

(3)  It  is  calculated  that  with  this  incidence  of 
smallpox  in  the  world,  the  United  States 
could  expect  only  one  importation  every  12 
years. 

(4)  Eighteen  importations  of  smallpox  have 
occurred  in  Europe  since  1961.  Based  on  this 
experience  certain  conditions  emerge  about 
the  spread  of  smallpox  after  importation. 

(a)  Smallpox  does  not  spread  rapidly. 

(b)  In  the  last  five  years,  the  average  imported  case 
resulted  in  ten  other  cases  and  0.5  deaths  and  was 
controlled  in  1 .9  generations. 

(c)  Based  on  the  European  experience  it  would  take 
15  importations  per  year  into  the  United  States 
to  equal  the  mortality  currently  associated  with 
the  smallpox  vaccination. 

(5)  Between  6ve  and  ten  deaths  per  year 
occur  in  the  United  States  as  a direct  result  of 
smallpox  vaccination.  Several  hundred  cases 
of  eczema  vaccination,  generalized  vaccinia, 
and  accidental  infection  (xcur  each  year. 

The  New  Jersey  State  Department  of  Healtli 
concurs  with  the  U.S.  Public  Health  Service 
recommendation  on  smallpox  vaccination.  ^Ve 
will  no  longer  be  supplying  smallpox  vaccine 
through  the  biological  distributing  stations. 
We  are  available  to  answer  any  question  that 
may  arise  about  smalljxix  vaccination  policv. 
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ANNOUNCEMENTS 


Patients  Acceptable  in 
OLAR  Training  Program 

An  approved  residency-training  in  otology 
and  laryngology  has  been  accredited  through 
the  United  Hospitals  of  Newark.  This  is  the 
only  such  program  in  New  Jersey  and  has 
affiliation  with  the  New  Jersey  Medical  Col- 
lege. Accepted  are  your  patients  who  need  the 
services  of  a hearing  center,  a speech  unit, 
head  and  neck  surgery,  and  clinical  work  in 
laryngology  and  otology.  Director  of  the  pro- 
gram is  Myron  J.  Shapiro,  M.D.,  22  Ball 
Street,  Irvington,  New  Jersey  07111. 


Clinical  Application  of  Basic  Sciences 

In  the  “Clinical  Application  of  Basic 
Sciences”  series  offered  by  the  Burlington 
County  Memorial  Hospital,  and  supported  by 
an  educational  grant  from  Merck,  Sharp  and 
Dohme,  the  following  programs  have  been 
announced  for  February.  The  Academy  of 
Family  Practice  gives  one  and  a half  credits 
per  session. 

February  3 Antidiiirctic  Hormones 
February  10  Neurological  Complications  of  Visceral 
Carcinoma 

February  17  Full  Time  and  Voluntary  Staff— The 
Interface 

February  24  Community  Health 

Meetings  convene  at  .T30  in  the  T.  J.  Sum- 
mey  Building  of  the  hospital.  Additional  in- 
formation may  be  obtained  from  the  Depart- 
ment of  Medical  Education,  Burlington 
County  Memorial  Hosjntal,  17.5  Madison 
Avenue,  Mount  Holly,  New  Jersey  08060. 


Eye  Surgery  Program 

The  forty-fifth  annual  New  York  Eye  and  Ear 
Infirmary  Clinical  Conference  will  be  held 
.May  4 and  5,  1972,  at  the  Biltmore  Hotel  in 


New  York  City.  The  program  will  include: 
complications  in  cataract  surgery;  complica- 
tions in  muscle  surgery;  complications  in  ret- 
inal detachment  surgery;  newer  trends  in  eye 
plastic  surgery;  refraction  problems;  glau- 
coma— complications  and  management;  and 
selected  free  papers  by  alumni  and  resident 
staff.  The  registration  fee  is  $50  (luncheon 
included),  residents  $25.  For  information 
please  write  to  Conference  Registrar,  Alumni 
Association,  New  York  Eye  and  Ear 
Infirmary,  310  East  Fourteenth  Street,  New 
York,  New  York  10003. 


Film  for  Physical  Therapists 

Geriatric  Pharmaceutical  Corporation  has 
made  available  prints  of  a 16  minute,  16  milli- 
meter, color  and  sound  film  entitled,  “Deci- 
sion.” The  film  is  tailored  to  students  at  the 
high  school  or  early  college  level,  and  por- 
trays the  background  and  activities  of  the 
physical  therapist.  It  follows  the  therapist 
through  his  professional  training  and  practice, 
in  the  classroom,  in  the  hospital,  in  the  office, 
and  in  the  home.  The  film  is  non-commercial, 
no  jiroducts  or  devices  are  advertised  or 
recommended. 

“Decision”  will  be  helpful  to  thcrajjists  who 
are  called  upon  by  civic  and  other  groups  to 
talk  about  their  work.  It  generates  a lively 
“question  and  answer”  period  after  its 
viewing.  I'he  film  is  u.seful  to  administrators 
and  educators  for  viewing  by  students  who 
might  be  interested  iti  a career  in  physical 
therapy. 

Arrangements  for  hooking  on  loan  can  be 
made  by  writing  to  Mr.  Gustave  Bardfcld, 
Director  of  Clinical  Research,  Geriatric  Phar- 
maceutical Corporation,  397  Jericho  Turn- 
pike, Floral  Park,  New  York  II 001. 
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LETTER  TO 
THE  JOURNAL 

Thyromimetic  Medication 

November  23,  1971 

Dear  Doctor  Davidson; 

Repeated  autopsy  findings  of  minimal  athero- 
sclerosis in  hyperthyroid  subjects  have  led 
some  clinical  investigators  to  institute  thy- 
roidal substance  regimes  as  a preventive. 
About  five  years  ago  the  synthetic  dex- 
troisomer  of  thyroxin  (DT4)  was  pharmaceu- 
tically introduced  as  a cholesterol-level- 
lowering agent.  Numerous  publications  ex- 
press doubt  about  the  synthetic’s  advantage 
over  the  natural  hormone,  levothyroxin 
(LT4) . It  is  reported  by  some  that  unwanted 
calorigenic,  autonomic,  and  cardiotropic 
effects  are  as  frequent  with  DT4  as  with  LT4. 

Additional  reports  have  postulated  that  some 
fraction  of  administered  DT4  is  either  convert- 
ed to  LT4  or  gives  rise  to  the  same  thyromi- 


metic metabolites  in  vivo.  J.  Roche  and  R. 
Michel  {Prog.  Hormone  Res.,  12:  591,  1956) 
administered  either  isomer  to  rats  and  recov- 
ered the  thyroidally  active  thyropyruvic  acid 
(TPA)  from  bile  and  urine. 

D.  Gage  of  New  York  University  Biology  De- 
partment has  confirmed  and  elaborated  the 
findings  which  will  be  of  interest  to  physi- 
cians. In  a paper  for  the  American  Chemical 
Society’s  meetings  he  shows  that  not  only  sub- 
cutaneously administered  DT4,  but  even  that 
merely  mixed  with  minced  liver  will  form 
TPA.  The  conversion  of  TPA  to  the  naturally 
occurring  TD4  is  then  a simple  transaminase 
reaction  that  could  be  carried  out  by  the 
serum  glutamate-pyruvate  enzyme  familiar  to 
us  as  the  “SGPT.” 

Such  “academic”  researches  go  far  to  explain 
why  patients  on  DT4  do  experience,  qualita- 
tively at  least,  the  same  sweating,  flushing, 
and  palpitation  as  do  those  who  are  ingesting 
(for  them)  excessive  doses  of  dessicated  thy- 
roid, and  the  whole  matter  raises  the  question 
of  wherein  any  real  advantage  of  DT4  resides. 

(Signed)  Robert  D.  Barnard.  M.D. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1972 

January 

11  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Sectional  Meeting;  Dermatology 

12  Bergen  Pines  County  Hospital 
Paramus 

Coronary  Artery  Disease 

13  Academy  of  Medicine  of  New  Jersey 
Carriage  Trade,  East  Orange 
Venereal  Disease  Today 


13  Burlington  County  Memorial  Hospital 
Mount  Holly 

Current  Concepts  of  Cardiomyopathy 

13  Academy  of  Medicine  of  New  Jersey, 
American  Academy  of  Pediatrics,  and 
Bristol  Pharmaceutical 
Children’s  Hospital,  Newiuk 

TB  and  Resp.  Diseases  in  Children 

19  Academy  of  Medicine  of  New  Jersey 

College  of  Medicine  and  Dentistry  at 
Newark 

Advances  in  Radiotherapy 
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19  Bergen  Pines  County  Hospital 
Paramus 

Clinical  Prospects  of  Prostaglandins 

20  Academy  of  Medicine  of  New  Jersey 
Fairlawn  Memorial  Hospital 
Saddlebrook 

Diagnosis  and  Treatment  of  Shock 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Trends  in  the  Therapy  of  Mild 
Hypertension 

20  Fair  Oaks  Hospital 

Summit 

Polyamines  in  Mental  Disorder 

26  St.  Clare’s  and  Dover  General  Hospi- 

tals 

Fluid  and  Electrolyte  Balance 

26  Bergen  Pines  County  Hospital 
Paramus 

Parkinson’s  Disease 

27  Academy  of  Med 'cine  of  New  Jersey 
Jewish  Hospital,  Jersey  City 

Renal  Failure 

27  Burl'ngton  County  Memorial  Hospital 

Mount  Holly 
Orthostatic  Hypotension 

27  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

February 

2 Bergen  Pines  County  Hospital 
Paramus 

CPC  Meeting 

3 Burlington  County  Memorial  Hospital 
Mount  Hollv 

Problems  Related  to  Antidiuretic  Hormones 

3 Fair  Oaks  Hospital 

Summit 

Trace  Metals  in  Mental  Disorder 

9 St.  Clare’s  and  Dover  General  Hospi- 

tals 

Renal  Failure 

9 Bergen  Pines  County  Hospital 

Paramus 

Infectious  Diseases  1 


9 Academy  of  Medicine  of  New  Jersey 
Columbus  Hospital,  Newark 

Proper  Use  of  Antibiotics 

10  Burlington  County  Memorial  Hospital 

Mount  Hollv 

Neurological  Complications  of  Visceral  Car- 
cinoma 

16  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Newer  Concepts  of  Hepatitis 

16  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  II 

17  Burlington  County  Memorial  Hospital 
Mount  Holly 

Full  Time  and  Voluntary  Staff— The  Interface 

17  Fair  Oaks  Hospital 

Summit 

Legal  Psychiatry 

23  St.  Clare’s  and  Dover  General  Hospi- 

tals 

Auto-immune  Aspects  plus  Transplantation 

23  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  III 

24  Burlington  County  Memorial  Hospital 
Mount  Holly 

Newer  Approaclies  to  Community  Health 

24  Academy  of  Medicine  of  New  Jersey 

and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

March 

1 Bergen  Pines  County  Hospital 
Paramus 

Interstitial  Lung  Diseases 

2 Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Sterilization  and  Therapeutic  Abortion 

2 Fair  Oaks  Hospital 

Summit 

Encoimter  (iroiip 

o Academy  of  Medicine  of  New  Jersey 

\’alley  Hospital,  Ridgewood 

Diagnosis  and  Treatment  of  Shock 
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8 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Vascular  Hypertension;  Malignant  Hy- 
pertension 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Family  Life  Problems  in  Medicine 

14  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 
Renal  Failure 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Geriatric  Psychiatry 

16  Fair  Oaks  Hospital 

Summit 

Legal  Provisions  for  Mental  Health 

22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Secondary  Nephropathies 

22  Academy  of  Medicine  of  New  Jersey 
University  of  Pennsylvania  Hospital 
Philadelphia 

Clinical  Gastroenterology 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 

30  Burlington  County  Memor.al  Hospital 

Mount  Holly 

Descent  into  Hell 

30  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

30  Fair  Oaks  Hospital 

Summit 

riie  Expert  Witness 

April 

6 Burlington  County  Memorial  Hospital 

Movmt  Holly 

Interservice  Seminar 

10  Academy  of  Medicine  of  New  Jersey 
Saint  Francis  Health  Center 

Jersey  City 

Proper  Use  of  Antibiotics 

12  Academy  of  Medicine  of  New  Jersey 
Veteranr  Administration  Hospital 


East  Orange 

Dental  Symposium:  Implantology 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Thermography 

Fair  Oaks  Hospital 
Summit 

Behavior  Therapy 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

American  Cancer  Society 

Rutgers  Medical  School,  Piscataway 

Role  of  Primary  Physician  in  Cancer  Patient 

Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 

Phillipsburg 

Current  Burn  Treatment 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Diseases  of  the  Esophagus 

Academy  of  Medicine  of  New  Jersey 
and  Radiologieal  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Fair  Oaks  Hospital 
Summit 

Behavior  Therapy 


Burlington  County  Memorial  Hospital 
Mount  Holly 

Syndrome  of  Stress  Ulcer 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Burl'ngton  County  Memorial  Hospital 
Mount  Holly 

Zollinger-Ellison  Syndrome 

Fair  Oaks  Hospital 
Summit 

Brain  Tumors 
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OBITUARIES 

Dr.  G.  Homer  Bloom 

A past-president  of  the  Warren  County  Medi- 
cal Society,  G.  Homer  Bloom,  M.D.,  died  on 
November  6,  1971,  at  the  age  of  75.  He  was  a 
1971  alumnus  of  the  medical  school  of  the 
University  of  Maryland. 

Dr.  Bloom  was  chief  of  surgery  at  the  Warren 
Hospital  in  Phillipsburg  in  the  1930’s,  and 
then  became  chief  of  staff  at  the  same  hospi- 
tal. He  was  a Fellow  of  the  .American  College 
of  Surgeons. 

Dr.  Paul  Cohen 

Born  in  1903,  Paul  Cohen,  M.D.,  of  Camden, 
died  on  September  29,  1971  at  the  age  of  68. 
He  was  a graduate  of  the  medical  school  in 
Lausanne,  Switzerland,  class  of  1934,  and  was 
a w'ell-known  family  doctor  in  southern  New 
Jersey.  Dr.  Cohen  was  active  in  the  American 
-Academy  of  Family  Practice,  and  during 
World  War  II  was  a captain  in  the  Medical 
Corps  of  the  Army  of  the  United  States. 

Dr.  Harold  P.  Coxson 

Born  in  1903,  Harold  P.  Coxson,  M.D.,  a 
member  of  our  Camden  County  Medical  So- 
ciety, died  on  November  29,  1971,  at  the  age 
of  68.  He  earned  his  M.D.  degree  at  Temple 
in  1929  and  was  affiliated  with  the  Cooper 
Hospital  in  Camden.  Dr.  Coxson  was  a 
prominent  south  Jersey  general  practitioner, 
and  was  active  in  the  affairs  of  the  American 
.Academy  of  Family  Practice. 

Dr.  John  J.  Lee 

One  of  the  leading  family  doctors  of  West 
Essex,  John  J.  I.ee,  M.D.,  died  on  May  5, 
1971.  Born  in  1896,  he  received  his  M.D.  de- 
gree at  the  medical  school  of  Georgetown 
University  in  1931.  He  served  the  people  of 
Orange  and  vicinity  for  35  years.  Before  his 
retirement  in  1967,  Dr.  Lee  was  affiliated  with 
St.  Mary’s  Hospital  in  Orange. 


Dr.  Charles  Lipshutz 

In  1966,  Charles  Lipshutz,  M.D.,  of  our  Hud- 
son County  Medical  Society,  retired,  because 
of  illness,  from  his  busy  ophthalmology- 
otolai7ngology  practice.  He  was  graduated 
from  the  medical  school  of  the  Unversity  of 
Virginia  in  1929  and  was  on  the  staffs  of  both 
the  Bayonne  Hospital  and  the  Jersey  City 
Medical  Center.  Dr.  Lipshutz  died  on  June 
2!),  1971  at  the  age  of  69. 

Dr.  Alfred  Neumann 

On  the  last  day  of  October,  1971,  Alfred  Neu- 
mann of  Linden  died  at  the  age  of  70.  Born 
in  Germany  in  1901,  he  earned  his  M.D.  de- 
gree at  Wuerzburg  in  1926.  He  did  family 
practice  in  his  native  country  until  1937, 
when  he  came  to  the  United  States.  Dr.  Neu- 
mann was  affiliated  here  with  the  Beth  Israel 
Medical  Center  in  Newark  and  the  Elizabeth 
General  Hospital.  He  was  a member  of  our 
Union  County  Medical  .Society  and  did  gener- 
al practice  in  Linden.  At  one  time  he  was  a 
member  of  the  Linden  Board  of  Health. 

Dr.  Anthony  J.  Perrotta 

One  of  New  Jersey’s  senior  anesthesiologists, 
■Anthony  J.  Perrotta,  M.D.,  died  on  December 
1,  1971,  at  the  age  of  63.  .A  1933  alumnus  of 
the  medical  school  at  the  University  of  A’cr- 
mont,  he  came  to  New  Jersey  in  1941,  and 
had  been  on  the  staff  of  the  Riverview  Hos- 
pital in  Red  Bank  ever  since.  Dr.  Perrotta 
was  a Major  in  the  medical  corps  during 
World  War  II,  and  was  active  in  the  .Ameri- 
can and  New  Jersey  .Anesthesiological  .So- 
cieties. 

Dr.  Francis  X.  Sweeney 

Word  has  been  received  of  the  death  on  Sep- 
tember 7,  1971,  of  Francis  X.  Sweeney,  M.D., 
a member  of  our  Monmouth  County  Medical 
Society.  Dr.  Sweeney  was  board  certified  in 
physical  medicine  and  rehabilitation,  and  was 
on  the  staff  of  the  Marlboro  Slate  Hospital. 
He  was  a 1935  graduate  of  the  medical  .school 
at  Femplc  University  and  was  a Fellow  of 
the  Philadelphia  College  of  Physicians.  Born 
in  1907,  he  was  64  years  old  at  the  time  of  his 
death. 
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Change  this  word  in 
your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a low  price. 


BOOK 

REVIEWS 

Modern  Treatment  (Vol.  7,  #6):  Management  of 
Esophageal  Disease,  Theodore  M.  Bayless,  M.D., 
Editor.  New  York,  Harper  and  Row,  1970,  Pp.  282. 
Illustrated.  ($20  per  year,  by  subscription) 

For  tliose  who  vet  believe  heartburn  results  from 
hiatus  hernia,  this  book  is  required  reading.  A col- 
lection of  brief  essays,  it  completely  reviews  the  lat- 
est knowledge  of  the  esophagus;  anatomy,  physiology, 
diseases,  methods  of  testing  and  measurement,  medi- 
cal, and  surgical  treatment.  The  concise  essays  are 
thorough,  written  by  experts  with  excellent  and  re- 
cent references. 

Symptomatic  esophageal  diseases  keep  doctors  busy 
and  many  "standard”  concepts  and  treatments  have 
been  outmoded  by  a spectacular  explosion  of  informa- 
tion in  the  past  few  years.  This  highly  recommended 
book  reads  in  a few  hours  and  will  authoritatively 
answer  any  clinical  question  in  this  field. 

Norman  Riegel,  M.D. 

Teeth,  Teeth,  Teeth.  Syd  ney  Garfield,  D.D.S.  New  York, 
Simon  and  Schuster,  1971.  Pp.  448.  Illustrated.  ($9.95) 

This  is  an  encyclopedia  of  dentistry  with  many  in- 
teresting and  instructive  chapters  and  excellent  illustra- 
tions. It  is  a labor  of  love  that  physicians  and  their 
families  may  find  worthwhile. 

The  writing  is  a bit  muddy,  the  text  too  verbose  in 
parts,  and  the  couplets  at  the  end  of  chapters  are  corny. 

I agree  wdth  the  author  that  dentistry,  as  we  know  it 
today,  will  vanish  as  a profession  in  a few  years.  Pre- 
ventive measures  (e.g.  anti-enzymes  to  prevent  plaque 
formations  and  fluorides  to  resist  decay)  will  serve  to 
obviate  our  profession  except  for  those  few  who  will 
straighten  teeth  and  treat  fractures,  incidental  decay, 
and  gum  lesions. 

Woodrow  S.  Monica,  D.M.D. 

The  Mental  Health  of  the  Child.  Julius  Segal,  Ph.D., 
Editor.  Rockville,  Maryland,  National  Institute  of 
Mental  Health,  1971.  Pp.  587.  ($5) 

This  publication  is  a compilation  of  reports  on  pro- 
grams sponsored  by  the  National  Institute  of  Mental 
Health.  For  five  dollars  it  is  a valuable  addition  to 
any  library— lay  or  professional.  The  reports  reflect 
relevant  trends  in  child  mental  healtfi  practice.  Ber- 
tram Brown,  the  Institute’s  director,  recognizes  “the 
report  serves  as  a reminder  of  the  beginnings  that 
have  been  made  and  of  what  more  we  can  do.” 

The  reports  are  grouped  into  four  sections:  Preven- 
tion, the  first,  provides  exciting  insights  into  com- 
munity-based programs  for  the  very  young.  Again  it 
becomes  apparent  that  a relatively  modest  investment 
in  early  childhood  can  foster  physical  and  intellectual 
development  and  diminish  the  rate  of  increase  in 
difference  between  various  socio-economic  groups. 

The  second  section  reports  on  factors  that  influence 


a child's  mental  health.  Here  the  range  is  broad  and 
includes  research  on  family  communication  and  child 
development.  The  publication  reflects  little  of  the 
recent  clinical  interest  in  this  area  of  family  diagnosis 
and  therapy. 

The  section  on  diagnosis  and  treatment  reports  on  de- 
linquent gangs,  suicide  in  adolescents,  addiction, 
asthma,  well-baby  care  in  a disadvantaged  area,  and 
more. 

The  section  on  the  basic  studies  of  child  development 
is  one-sixth  of  the  total  volume.  Does  this  indicate 
our  increasing  concern  about  prevention  and  imple- 
mentation of  knowledge  we  already  have  acquired? 
One  would  hope  so;  however,  many  of  the  studies  are 
not  reported  on  after  the  mid-sixties,  making  it  all 
somewhat  out-of-date. 

The  recent  report  of  the  Joint  Commission  on  the 
Mental  Health  of  Children  should  be  a stimulus  for 
increased  support  of  such  programs  reported  here,  as 
the  Kennedy  Commission  Report  was  in  the  19.505. 
Unfortunately,  this  has  not  been  indicated  by  the 
present  administration’s  fiscal  policy. 

Robert  P.  Parkin,  M.D. 

Handbook  of  Obstetrics  and  Gynecology  (Fourth 
edition).  Ralph  C.  Benson,  M.D.,  Los  Altos,  1971, 
Lange.  Pp.  774. 

Four  editions  speak  for  the  popularity  of  a text  of  this 
type  in  obstetrics  and  gs'necology.  An  advantage  is 
the  quickness  in  which  new  technics,  e.g.,  the  Gravlee 
jet  washer,  may  be  introduced  to  the  reader,  .'ks  a 
handbook  it  is  almost  too  bulkv  to  fit  comfortably  in 
a coat  pocket  for  spare-time  reading.  TVliile  it  is  not 
possible  to  distill  the  specialty  into  one  volume,  the 
attempt  is  a worthwhile  one.  Pages  on  postnatal  ex- 
ercises and  home  delivery  might  lje  best  left  to  another 
lime  and  place.  As  a review  for  board  examinations 
or  to  scan  while  waiting  for  a hospital  elevator  that 
always  seems  to  be  going  the  wrong  way,  the  text  is 
excellent.  It  gives  a logical,  concise,  and  up-to-date 
review  of  basic  obstetric  and  gvnecologic  knowledge. 

Gerard  F.  Hansen,  M.D. 

Alcoholism  and  the  Law.  Frank  P.  Grad,  Audrey  L. 
Goldberg,  and  Barbara  A.  Shapiro.  Dobbs  Ferry,  New 
York,  Oceana  Publications,  1971.  Pp.  312.  ($15.00) 

This  is  the  fruit  of  a Columbia  University  study  of 
this  subject.  It  touches  on  the  many  dilemmas  of 
weighing  the  criminal  responsibility  of  the  alcoholic. 
Is  drunkenness  a "voluntary'”  state?  If  not,  should  a 
person  who  commits  a crime  while  drunk  be  excuseil 
because  he  didn’t  "voluntarily”  want  to  do  it?  There 
are  annually  two  million  arrests  for  "public  drunken- 
ness” in  the  U.S.A.  Is  this  a crime  or  a status? 
Should  alcoholics  be  compelled  to  undergo  in  patient 
treatment  even  if  they  don't  want  to  be  ho.spitalizcd, 
and  should  courts  monitor  this  to  decide  when  it  is 
safe  to  release  the  alcoholic?  What  about  the  medical 
preference  for  confidentiality  of  the  reeords  of  an 
alcoholic?  \Vhat  happens  when  the  information  is 
needed  to  decide  a "custody  of  children"  suit  where 
one  parent  is  an  alcoholic— or  to  decide  on  criminal 
responsibility  of  an  alct)holic  or  on  the  need  for  con 
tinned  treatment? 

Fhcse  are  some  of  the  questions  toward  which  the 
present  book  oilers  some  answers.  As  often  happens 
with  surreys  like  this,  the  text  asks  more  questions 
than  it  answers. 

Henry  A.  Davidson.  M.D. 
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GENERAL  OR  FAMILY 
PRACTITIONERS  NEEDED 

To  locate  in  Northeastern  Penna.  Excellent 
opportunity  to  join  a five-man  group  practic- 
ing comprehensive  medicine.  Located  in  End- 
less Mountains,  hunting,  fishing,  boating  and 
skiing,  three  hours  from  metropolitan  areas. 

Affiliated  with  private  hospital,  fully  accre- 
dited, and  modern  extended  care  facility. 

Contact:  Eudora  S.  Bennett,  R.N.,  Adminis- 
trator, Montrose  General  Hospital,  Montrose, 
Penna.  18801.  Phone  Collect:  1-717-278- 
3801. 


INTERNISTS  OR  FAMILY  PRACTITIONER 

Positions  available  (2)  in  Raritan  Valley  Hos- 
pital— Rutgers  Medical  School  of  the  College 
of  Medicine  and  Dentistry  of  New  Jersey.  To 
participate  in  Emergency  Room  Group,  part- 
time.  Appointment  includes  full  hospital  priv- 
ileges. 

Reply  to: 

Mrs.  Kathryn  Salwitz,  Personnel  Manager 
C.M.D.N.J. — Rutgers  Medical  School 
Personnel  Office  Box  2100 
New  Brunswick,  New  Jersey  08903 


PHYSICIAN 

Physician  needed  for  Emphysema  Unit. 
Provide  medical  supervision  for  a 24- 
bed  unit.  Full-time  position.  New  Jersey 
license  required.  P.  Germon,  M.D.,  De- 
borah Hospital,  Trenton  Road,  Browns 
Mills,  N.J.  08015.  Telephone  (609) 
893-3121. 


PHYSICIAN 

Hospital  converting  to  5-man  Emergency 
Room  Panel  is  seeking  New  Jersey  Licensed 
Physician.  Guaranteed  minimum.  Call  or  ap- 
ply to:  Mr.  Paul  Paracka,  (201)  991-3400. 

WEST  HUDSON  HOSPITAL 

206  Bergen  Avenue 
Kearny,  New  Jersey  07032 

An  Equal  Opportunity  Employer  MIF 


PHYSIATRIST 

Position  open  for  board  eligible  or  certified 
physiatrist,  to  head  Department  of  Physical 
Medicine  and  Rehabilitation.  We  have  a full 
program  of  physical  medicine  and  an  on- 
going federal  grant  covering  patient  care, 
in-service  training,  etc.  Salary  dependent  on 
qualifications.  Many  fringe  benefits  available. 
Refer  all  inquiries  to  Michael  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric  Hos- 
pital, Marlboro,  New  Jersey  07746.  Telephone 
(201)  946-8100. 


HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to  community  health  care  and  education. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treat- 
ment of  psychiatric  disorders  within  a therapeutic 
community. 

Leo  H.  Berman,  M.D., 

Director  of  Professional  Services 


HALL-BROOKE  SCHOOL 

A special  educational  facility  for  adolescents  of 
high  school  age  who  are  in  psychiatric  treatment. 

Edgar  J.  Appelman, 

Director 


47  Long  Lots  Road 
Westport,  Connecticut  06880 
Telephone:  (203)  227-1251 
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CLASSIFIED  ADVERTISEMENTS 


ANESTHESIOLOGIST  ASSOCIATE— South  Jersey,  chiefly 
supervisory,  200  bed  hospital,  financial  arrangement 
negotiable.  Write  Box  No.  208,  c/o  THE  JOURNAL. 


ORTHOPEDIST — Desires  group  or  partnership,  subur- 
ban New  Jersey.  Board  eligible,  available  summer  of 
1972.  Write  Box  No.  216,  c/o  THE  JOURNAL. 


PEDIATRIC  PRACTICE  FOR  SALE — Bergen  County,  New 
Jersey.  Good  coverage,  open  hospital,  modern  10  room 
office.  $100, 000/year  gross.  Available  immediately. 
Write  Box  No.  214,  c/o  THE  JOURNAL. 


FOR  RENT — Office,  6 rooms,  previously  occupied  by 
urologist  for  10  years.  Radiologist  and  internist  in 
same  professional  building.  Hospital  within  four 
blocks.  Excellent  transportation  and  parking  facilities. 
Phone  (201)  471-2198. 


HOME  AND  OFFICE  FOR  SALE— Parsippany,  active 
practice,  4-room  office,  2 lavatories,  large  parking  lot. 
Walking  distance  4 schools  and  6 apartment  com- 
plexes. 3 bedroom  carpeted  home,  den,  luxury  base- 
ment. Landscaped  100  x 200  lot.  Sprinkler  system, 
completely  air  conditioned.  Call  (201)  355-5900. 

FOR  SALE — Colonial  dwelling  with  2 car  attached 
garage.  Consists  of  3 bedrooms,  living,  recreation,  din- 
ing, eat-in  kitchen,  office  area  and  large  2-car  garage 
which  is  easily  converted  into  additional  office  space. 
Located  at  busiest  crossroads  of  North  Edison  at  in- 
tersection with  traffic  signal  and  two  approved  jug- 
handles  which  will  be  constructed  in  near  future.  Ap- 
proximately 1/2  mile  north  of  new  community  hospital 
with  205  beds  presently  and  114  bed  addition  plus 
96  bed  rehabilitation  center  approved  by  the  Board 
of  Directors.  Construction  to  start  shortly.  Act  quick- 
ly, this  is  one  location  you  won't  want  to  miss.  Owner 
must  relocate.  Call  (201)  548-8972. 

PATHOLOGIST— EARLY  FIFTIES:  CP/AP  Cert;  17  years 
as  Director  360  bed  hospital.  Associate  Professor:  auto- 
mation, computer,  radioisotope:  desires  hospital,  private 
lab,  or  group  assoc.  Prefer  Phila.  area:  licensed  PA. 
and  N.J.  Box  220. 


Information  for  Advertisers — RATES:— 55.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


Health  Services 


Rutgers  University  has  a vacancy 

for  a Director  of  Health  Services 

for  Its  Livingston  College  campus 

in  Piscataway,  New  Jersey.  The  function 

will  be  to  provide  direction  for 

the  Student  Health  Program  as  well  as 

medical  care  for  student  patients.  This 

position  requires  a medical  degree  and 

licensure  and  a minimum  of  1 year  internship. 

Candidates  should  also  have  familiarity 

with  public  health  comprehensive 

care  programs.  In  addition  to 

medical  expertise,  the  individual 

must  have  administrative  abilities 

to  plan  programs  and  facilities,  administer 

the  center  budget  and  supervise  the 

supportive  staff. 

Specific  responsibilities  include: 

Student  patient  care,  on  call  one 
night  per  week,  and  one  weekend  per 
month,  plan  and  coordinate  staff 
in-service  training  and  seminars. 

Benefits  include:  3 weeks  vacation, 

free  hospitalization,  educational 

opportunities,  and  possible 

affiliation  with  Rutgers 

Medical  School  in  Piscataway,  New  Jersey 

Starting  salary  for  this  position 
$21,768-$23,944. 

Send  resumes  only  to:  R.  Thomas, 

Division  of  Personnel  Services, 

RUTGERS  UNIVERSITY 

New  Brunswick,  New  Jersey  08903 


^‘My  secret'? 

For  heartburn  I always 
use  'DicarhosiU” 


Dicarbosil 


ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


When  doctors  speak... 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we’ve  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a full} 
equipped  and  staffed  physict 
therapy  department.  Lab,  > 
ray  and  pharmacy  services  ar 
available. 

That’s  why  we  say  “whe  ! 
doctors  speak... Medicenter  In 
tens.”  May  we  hear  from  you 


NEW  JERSEY  ACADEMY  OF  FAMILY  PRACTICE 


20th  ANNUAL  PROGRAM 


Sunday,  March  5,  1972  to  Wednesday,  March  8,  1972 


HOST  FARM  RESORT  MOTEL 

2300  Lincoln  Highway  East,  Lancaster,  Pa.  17602  Phone:  (717)  397-7631 


12  Hours  prescribed  AAFP  Credit  allowed 


SOCIAL  PROGRAM 


Sunday,  March  5 — Cocktail  Party  followed  by  Special  Roaring  Twenties  Nite 
with  Dixieland  Band,  Sing-A-Long,  and  Dancing 

Monday,  March  6 — Game  to  be  Played — Art  as  an  investment.  Given  by  the 
famous  Reese  Palley.  “Invest  and  win.” 

— Down  on  the  Farm  Nite,  informal  dress  Round  and  Square 
Dancing. 

Tuesday,  March  7 — Reception  and  Cocktail  Party,  Annual  Banquet  to  follow. 
Black  Tie  optional. 


NAME  ENTERTAINMENT  NIGHTLY 


for  further  information : 

See  your  F.P.  Bulletin  or  write  N.J.A.F.P.,  144  South  Harrison  Street, 
East  Orange,  New  Jersey  07018  or  C.  Restivo,  M.D.,  General  Chairman 

201-798-2900 

SEND  RESERVATION  TO:  RESERVATION  DEPARTMENT 

HOST  FARM  RESORT  MOTEL 
2;i00  LINCOLN  HIGHWAY  FAST 
LANCASTER,  PA.  17602 
(717)  397-7631 


When  he  goes  back  to  work,  | 

will  his  old  tensions  go  back  with  him^ 


when  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam' 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  sam( 
stressful  circumstances  that  may  have  contribute' 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  S^mg 
or  2-mg  Valium  tablets  t.i.d.  or  qA.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lO-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous^,:snachinery.  w y • 

A^llimr  (diazepam) 

ruBwt  the  tense  cardiac  patient  who  must  be  kept  calm 


u\ 


pine  product  information, 


please  consult 

compine  product  intormation,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,'tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron'disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
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Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  pe''if'H 
blood  counts  and  liver  function  tej 
advisable  during  long-term  therap 
Dosage:  Individualize  for  ma 
beneficial  effect.  Adults;  Tension, 
and  psychoneurotic  states,  2 to  1( 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
q.i.d.  in  first  24  hours,  then  5 mg 
or  q.i.d.  as  needed;  adjunctively  ii 
skeletal  muscle  spasm,  2 to  10  m 
or  q.i.d.;  adjunctively  in  convulsiv 
disorders,  2 to  10  mg  b.i.d.  to  q.i. 
Geriatric  or  debilitated  patierits:  2 
mg,  1 or  2 times  daily  initially,  inc 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  r 
or  q.i.d.  initially,  increasing  as  ne 
tolerated  (not  for  use  under  6 mo 
Supplied:  Valium®  (diazepa 
Tablets,  2 mg,  5 mg  and  10  mg;  I 
100  and  500.  All  strengths  also  a 
in  Tel-E-Dose^  “ packages  of  100 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

to  $150,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACODENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit) . 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIawara  34340 


$1,200 
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PLUS 

$1,000 


$10,000 


Announcing- 

a new  commitment  to  health  care 


Roche  Clinical  Laboratories 


Professional 


Consultation 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine 
and  Special  Laboratory 


Automated  Diagnostic  Analysis 
for  most  tests 


Personal  Service  through  Roche  Professional  Representatives. 


. / 

f-\  A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 


Computerized 
Quality  Control 
. to  prevent  error 


Stale. 


anrup  \ Roche  Clinical  Laboratories,  Inc. 

' 1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006  Name 

Gentlemen: 

I am  interested  in  learning  more  about  Address. 

Roche  Clinical  Laboratories'  Services. 

□ Please  send  the  Roche  Clinical  Laboratories  i City 

Reference  Manual. 

□ Please  have  a Roche  Professional  Representative  ! Zip 

contact  me.  ' i 


.Tel.  No, 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


'■‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTVYEAR  FOR  MEN  - VYOMEN  • CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


i 'ortant  Note:  This  drug  is  not  a simple  analgesic. 
Cnot  administer  casually.  Carefully  evaluate  patients 
bore  starting  treatment  and  keep  them  under  close 
* ervision.  Obtain  a detailed  history,  and  complete 
isical  and  laboratory  examination  (complete 
Piogram,  urinalysis,  etc.)  before  prescribing  and  at 
f luent  intervals  thereafter.  Carefully  select  patients, 

I iding  those  responsive  to  routine  measures,  con- 
t ndicated  patients  or  those  who  cannot  be  observed 
I luently.  Warn  patients  not  to  exceed  recommended 
c age.  Short-term  relief  of  severe  symptoms  with 
t smallest  possible  dosage  is  the  goal  of  therapy. 
t;age  should  be  taken  with  meals  or  a full  glass  of 
rk.  Patients  should  discontinue  the  drug  and  report 
i nediately  any  sign  of;  fever,  sore  throat,  oral 
I ions  (symptoms  of  blood  dyscrasia);  dyspepsia, 

I gastric  pain,  symptoms  of  anemia,  black  or  tarry 
t ols  or  other  evidence  of  intestinal  ulceration  or 
Inorrhage,  skin  reactions,  significant  weight  gain  or 
Irma.  A one-week  trial  period  is  adequate.  Discon- 
Ije  in  the  absence  of  a favorable  response.  Restrict 
I atment  periods  to  one  week  in  patients  over  sixty. 
llICBlIons:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
I umatoid  spondylitis. 

tntraindicatlons:  Children  14  years  or  less;  senile 
I ienis;  history  or  symptoms  of  G.l.  inflammation  or 
I eration  including  severe,  recurrent  or  persistent 
'spepsia;  history  or  presence  of  drug  allergy;  blood 
'jcrasias;  renal,  hepatic  or  cardiac  dysfunction; 
berlension;  thyroid  disease;  systemic  edema; 

matitis  and  salivary  gland  enlargement  due  to  the 
iig;  polymyalgia  rheumatica  and  temporal  arteritis; 
iients  receiving  other  potent  chemotherapeutic 
ants,  or  long-term  anticoagulant  therapy. 
trnlngs:  Age,  weight,  dosage,  duration  of  therapy, 
stance  of  concomitant  diseases,  and  concurrent 
lent  chemotherapy  affect  incidence  of  toxic  reac- 
ris.  Carefully  instruct  and  observe  the  individual 
lient,  especially  the  aging  (forty  years  and  over) 
o have  increased  susceptibility  to  the  toxicity  of  the 
jg.  Use  lowest  effective  dosage.  Weigh  initially 
predictable  benefits  against  potential  risk  of  severe, 
en  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l,  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  (Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomala,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  compiete  detaiis,  inciuding  dosage,  please  see 
lull  prescribing  Inlormatlon. 
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Two  minutes  in  the  penalty  box  for  the  offender 
and  possibly  months  of  painful  skeletal  muscle 
spasm  for  the  victim. 

For  the  skeletal  muscle  spasm  of  back  sprains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm  / pain/ 

spasm.  The  resultant  relief  of 
skeletal  muscle  spasm  may  per- 
mit greater  mobilization  of  the 
affected  muscles  and  may  help 
the  patient  resume  usual  activi- 
ties sooner  than  otherwise 
possible. 

Paraspinal  muscle  mass  frequently  vulnerable 
to  this  type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/ or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nauset 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retentioi 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  / \ Roche  Laboratories 

blood  counts  and  liver  function  tests  < ROCHE  > Division  of  Hoffmann-La  Roche  Inc 

advisable  during  long-term  therapy.  \ / Nutley.  N J 071 10 


VAMUMVmzepam) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 


Trocinate 

400 mg; 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 
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P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


stop  Wasting 
Dollars  On 
Needless  Taxes 

Our  professional  service  can  help  you  convert 
“wasted”  tax  dollars  into  spendable  income  now, 
and  guaranteed  income  for  your  future. 


Our  service,  uniquely  designed  for  men 
like  yourself,  springs  from  the 
advantages  available  to  you  through 
professional  incorporation ...  a 
perfectly  legal  and  ethical  step  which 
thousands  of  your  colleagues  have 
already  taken  to  protect  and  extend 
their  incomes. 

As  specialists  in  this  field,  we  can  help 
you  with  our  "Total  Service,”  including 
IRS  approved  Pension  Plans  (utilizing 
pre-tax  dollars).  Deferred  Compensation 
and  Investment  Programs,  and 
Guaranteed  Life  Insurance. 

Unlike  others  in  this  field,  we  provide 
you  with  an  in-depth  feasibility 
study  at  No  Charge. 


Our  service  is  tailored  to  your  specific 
needs  and  is  complete  and  oontinuous . . . 
right  down  to  oomputerized  supervision 
of  your  personal  program. 

For  further  information  and  a bookfet 
about  our  service  cat!  coltect  (212)  581-1544. 

I 1 

[ NATIONWIDE  PENSION  PLANNING,  INC.  j 

j 666  Fifth  Avenue,  New  York,  N.Y.  10019  j 

I (212)  581-1544  | 

□ Please  send  me  free  brochure.  I 

i □ Please  contact  me.  I 

I Name 

I Address 


Phone 


local  offices  in  your  state 

Our  company  and  services  have  been  examined  and  approved  for  advertising  by  your  Society. 
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EACH  TESTAND-B  TABLET  CONTAINS; 


Ethinyl  Estradiol  0.CW5  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units' 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate ' 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  iodide) 0.075  mg. 

Caicium  (from  Dicaicium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Suifate)  ..  2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 


Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE;  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  R) 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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i n f o r rrfi'f f8n7s©m m unity  service  program  on  drug  abuse.  It  is  available, 


Flynovth 
Pay  lateK 


free,  for  display  in  your  waiting  room  or  office.  For  your  copy,  write  to 

Public  Relations  Officer,  Medical-Surgical  Plan  of  New  Jersey,  33  Wash- 
ington Street,  Newark,  New  Jersey  07102.  Please  specify  the  desired  size 


BLUE  SHIELD 

Medical-Surgical  Plan  ol  New  Jersey 


Inbreakablej 
Plastic 


Bottle 


Same  price  as 
150-ml.  size* 

Two  dosage 
strengths- 
125  mg.  5 ml. 
and 

250  mg.  5 ml. 


V-CillinK;Pediatric 

potassium 

phenoxymethyl 

, available  to  Ihe 

prolession  on  'cqucsi. 

Uvl  lIVylllll  I Eli  Lilly  and  Company  ' 

* Indianapolis,  Indiana  46206 


'^Based  on  Lilly  selling  price  to  wholesalers. 


98 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


EDITORIALS 

Jesse  McCall,  M.  D. 
1906-1972 

His  many  friends  were  saddened  on  January 
14,  1972,  to  learn  of  the  unexpected  death  of 
Jesse  McCall.  Born  in  Virginia  in  1906,  he 
was  graduated  from  the  Medical  College  of 
the  University  of  Virginia  in  1931.  Actually, 
he  had  originally  planned  a West  Point 
career,  and  won  an  appointment  to  the  mili- 
tary academy.  Then,  coming  under  the  spell 
of  the  McCall  family  doctor,  he  decided  that 
he,  too,  wanted  to  practice  medicine.  Perhaps 
medical  students  who  enter  the  profession  by 
reason  of  such  an  identification  do  make  the 
best  physicians.  During  his  post-graduate 
work,  he  had  a summer  residency  at  the 
Memorial  Flospital  in  Newton,  and  this 
brought  him  to  our  state.  During  World 
War  11,  he  was  a lieutenant  colonel  and  chief 
of  medicine  at  the  Army  Hospital  on  Guadal- 
canal. He  had  a term  as  president  of  his 
Sussex  County  Medical  Society.  He  served 
from  1952  to  1957  as  Treasurer  of  The  Medi- 
cal Society  of  New  Jersey  and  in  1960  he  be- 
came its  President.  Jesse  McCall  rendered 
enormous  service  to  this  Medical  Society  as 
a Trustee,  as  President,  as  AMA  Delegate,  as 
Chairman  of  our  Council  on  Legislation, 
and,  uniquely,  as  Speaker  of  our  House  of 
Delegates. 

The  “Speaker’s”  title  is  a relatively  new  one 
in  our  annals.  The  member  who  fills  that  job 
has  to  exhibit  patience,  parliamentary  skill, 
good  humor,  tact,  diplomacy,  and  combine 
firmness  with  gentleness.  These  are  quali- 
ties that  Jesse  McCall  had  in  good  measure. 
The  House  of  Delegates’  meetings  will  not 
seem  the  same  without  him.  And,  as  is  gen- 
erally true  of  doctors  who  win  esteem  in  or- 
ganizational activities,  he  was  a good  physi- 
cian. He  was  board-certified  in  internal  medi- 
cine and  a Fellow  of  the  American  College 
of  Physicians.  All  of  us  in  the  staff  and  lead- 
ership of  this  Society  are  forever  in  his  debt. 


Medicine  As  a 
Social  Science— Ltd. 

Elsewhere  in  this  issue  (page  101)  is  a paper 
on  lead  poisoning  in  children.  This  is  an  illus- 
tration of  the  “social  science”  aspect  of  medi- 
cine. If  tubercidosis  is  caused  by  the  mycobac- 
terium, then  we  “cure”  the  disease  by  killing 
the  bacillus.  Or  do  we?  In  the  cases  here 
reported,  it  was  not  too  difficult  to  detoxify 
the  patient  in  terms  of  getting  rid  of  the  lead. 
But  when  the  child  returned  to  the  same 
decaying  home,  with  old  paint  chips  falling 
off  the  wall  (and  some  kids  eat  them  like 
potato  chips)  the  lead  poisoning  recurred.  Is 
it  any  of  the  doctor’s  business  to  complain 
about  the  old  buildings  with  the  peeling  tox- 
ic paint?  Is  it  the  physician’s  concern  if  pov- 
erty leads  to  malnutrition,  if  lack  of  sex  edu- 
cation leads  to  venereal  disease  (or  is  igno- 
rance, maybe,  better  than  knowledge)?  Or, 
does  the  doctor’s  duty  end  with  recovery  from 
the  acute  disease?  As  an  extreme  position, 
this  is  certainly  indefensible.  The  other  ex- 
treme— which  Avould  make  the  physician  the 
scapegoat  for  poverty,  bigotry,  poor  sanita- 
tion, and  excessive  cigarette  smoking — is 
equally  indefensible. 

It  is  not  always  understood  that  anyone’s  con- 
cern about  people  in  the  mass  is  not  the  same 
as  compassion  about  the  individual  in  trou- 
ble. It  is  almost  as  if  there  were  only  a lim- 
ited supply  of  this  benevolent  impulse,  and 
he  who  diverted  it  to  concern  about  people 
by  the  millions  would  have  less  in  his  reser- 
voir of  compassion  for  individuals  for  whom 
he  has  direct  responsibility. 


The  Sports  Physician* 

“The  diseases  we  athletes  suffer  from  are 
subtle,”  Eamon  O’Reilly,  the  former  George- 
town distance  runner,  was  saying  the  other 
day.  “But  doctors  treat  us  like  battered  bodies 
just  hauled  off  the  football  field.  Then  when 
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we  don’t  improve  they  get  frustrated  and 
don’t  want  us  around  the  office  any  more.” 

O’Reilly,  whose  time  at  the  Boston  mara- 
thon last  year  was  the  fastest  ever  recorded  by 
an  American,  was  voicing  a common  com- 
plaint among  athletes  and  especially  runners 
about  their  present  medical  care.  What  they 
and  the  doctors  are  suffering  from  is  the  lost 
art  of  making  a diagnosis,  because  medicine, 
as  with  every  profession  that  gets  into  special- 
ization, has  lost  its  central  art. 

Sports  medicine  has  traditionally  been  the 
province  of  the  orthopedic  surgeon  who  is  by 
temperament  a man  of  action  whose  instinct 
is  to  cut,  inject,  or  manipulate.  His  knowl- 
edge of  total  body  metabolic  and  biochemical 
interrelationships  is  as  sketchy  as  the  medical 
man’s  grasp  of  skeletal  stresses  and  strains.  It 
makes  you  wonder  whether  any  man  be  ade- 
quate for  the  job.  Perhaps  not.  A colleague  of 
mine  once  said,  ‘‘I’m  a specialist  because  I 
don’t  know  enough  to  be  a general  practi- 
tioner.” There  were,  in  the  old  days,  such 
generalists.  They  were  called  diagnosticians. 
When  insoluble  problems  arose,  they  were 
called  upon  to  find  the  thread  of  truth  which 
ran  throughout  the  apparently  contradictory 
facts,  to  bring  order  out  of  chaos.  They  were 
distinguished  by  their  logic,  their  powers  of 
observation,  but  mostly  by  their  simplicity. 
That  was  the  common  denominator.  The  so- 
lution when  arrived  at  was  so  obvious,  the 
wonder  was  that  it  wasn’t  seen  right  from  the 
beginning. 

What  this  demands  is  time  and  wisdom  and 
a life  style  all  out  of  tune  with  our  times. 
The  patient  is  willing  and  wanting  and  wait- 
ing to  tell  the  physician  his  problem.  But  if 
things  work  out  the  way  delivery  of  medical 
care  is  going,  he  will  be  telling  his  story  to  a 
computer.  No  doctor  has  the  time  to  listen — 
to  analyze — to  diagnose. 

A temporary  solution  was  proposed  by  two 
Canadian  physicians  interested  in  sports  med- 
icine. Drs.  Tom  Fried  and  Don  Shephard, 
giving  up  on  the  possibility  of  medical 


schools  producing  a physician  knowledgeable 
enough  to  care  for  the  total  athlete,  recom- 
mend that  the  physician,  physiologist,  bio- 
chemist, and  psychologist  act  as  a closely  knit 
team  with  such  technical  experts  as  the  physi- 
cal educator,  the  coach,  and  the  trainer.  To 
document  their  brief,  the  Toronto  practition- 
ers report  four  illustrative  case  histories : The 
Runner  with  the  Aching  Legs,  sidelined  for  a 
whole  season  until  it  was  noticed  that  his 
arches  were  too  high  rather  than  too  low;  the 
problem  of  the  Breathless  Cyclist  whose 
shortness  of  breath  was  due  to  the  fact  that 
he  keyed  his  breathing  to  his  pumping  action 
and  he  overbreathed  on  hills;  the  mystery  of 
the  Asthmatic  Swimmer — it  was  due  to  the 
chlorine  in  the  pool;  and  the  enigma  of  the 
Versatile  Cyclist — his  leg  cramps  came  from 
the  training  and  racing  in  pursuit  races  and 
distance  races  at  the  same  time.  His  spring 
muscles  then  cramped  up  on  the  hills  and  in 
the  endurance  race. 

These  four  cases  can  be  multiplied  by  the 
thousands.  There  are  athletes  of  all  ages  and 
competence  being  deprived  of  a literally  es- 
sential part  of  their  daily  life  because  of  the 
inadequate  and  superficial  approach  to  their 
medical  care.  I doubt  that  even  the  team  idea 
will  be  the  solution.  What  we  need  is  the 
attention  of  those  great  but  simple  and  open- 
minded  men  in  American  medicine.  We  must 
direct  the  laser-like  analytical  powers  of  these 
men  to  these  diseases  of  excellence,  the  ill- 
nesses of  those  who  pursue  the  maximum 
metabolic,  muscular,  cardiopulmonary,  and 
psychological  steady  state  attainable  by  man. 

Only  from  such  physicians,  our  current 
generalists,  will  we  find  that  sports  medicine 
embraces  the  study  of  man  from  Anatomy  to 
Zen.  Only  they  will  tell  us  the  obvious — that 
resilience,  grace,  and  integrity  of  the  body 
from  foot  to  brow  are  necessary.  Podiatry  and 
modern  dance  may  mean  more  than  cor- 
tisone and  the  scalpel. 

No  disease  would  be  too  subtle  for  that 
team. 

George  Sheehan,  M.D. 
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ORIGINAL  ARTICLES 


Newark  has  the  most  serious  pediatric  lead  poisoning 
problem  in  the  USA. 


Lead  Poisoning  in  Newark 

The  Situation  Prior  To  a Case  Finding  and  Intervention  Program 


Ann  A.  Browder,  M.D./Newark* 

Newark  recognized  an  emergency  in  lead 
poisoning  with  three  deaths  in  rapid  succes- 
sion during  the  spring  of  1969.  On  a popula- 
tion basis,  these  deaths  made  the  Newark  mor- 
tality greater  than  any  other  city  in  the  USA. 
The  problem  relates,  at  least  in  part,  to  the 
inordinate  number  of  deteriorated  and  dilap- 
idated buildings.  According  to  the  1960  cen- 
sus,^ 85  per  cent  of  units  with  nonwhite 
heads  of  household  were  so  characterized.  It 
is  augmented  by  the  great  prevalence  of  pica^ 
among  the  children.  Some  30  to  70  per  cent 
of  all  children  attending  municipal  clinic  in 
deprived  areas  may  be  expected  to  have  a 
history  of  this  oral  behavior.*-  * Newark  is 
not  likely  to  have  a lower  prevalence  since 
pica^  often  reflects  the  cultural  patterns  of 
the  rural  south  and  half  of  Newark’s  young 
mothers®  were  born  in  southern  states. 

Alarmed  by  the  apparent  severity  of  the 
problem,  the  College  of  Medicine  and  Dentis- 
try of  New  Jersey  at  Newark  established  an 
Environmental  Toxicology  unit  in  the  De- 
partment of  Public  Health  and  Preventive 
Medicine,  July  1,  1970.  A survey  was  under- 
taken to  assess  what  has  been  done  and  what 
was  known. 

Situation  Prior  to  July  1970 

Screening  in  Newark  from  January  1,  1969 
through  March,  1970  was  carried  out  by 
urine  analysis  using  the  Davis  method**  for 
detection  of  8-aminolevulinic  (ALA).  Dur- 
ing this  period,  1973  ALA  tests  were  done 
with  113  positives,  a yield  of  under  6 per 
cent.  Additionally,  833  coproporphyrin 
(COPR)  tests  were  made  of  which  21  were 
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positive,  a yield  of  2.6  per  cent.  Subsequent 
blood  lead  levels  on  the  children  with  posi- 
tive urine  tests  are  shown  in  Table  I.  Forty- 
six  per  cent  of  the  bloods  showed  lead  con- 
centrations of  40  mg  per  cent  or  higher.  This 

Table  I 

Blood  Lead  Levels  in  Children  with  Positive 
Urine  Screening  Tests 

No  Blood 

Number  with  Lead 

Number  Blood  Lead  Levels  Determi- 
UrineTest  Positive  60mg  59-40  mg  40  mg  nation 

Aminolevu- 
linic acid  113  23  10  45  35 

Coproporphyrin  21  2 6 4 9 

Total  134  25  16  49  44 

means  that  fifty-four  per  cent  of  the  bloods 
taken  because  the  ALA  test  was  positive  were 
considered  non-diagnostic.  In  Newark  94  chil- 
dren were  hospitalized  for  lead  poisoning  be- 
tween January  1,  1969  and  March  1,  1970,  28 
of  these  as  a result  of  the  urine  screening 
program  and  the  other  66  by  direct  hospital 
admission.  An  additional  43  children  had 
blood  lead  levels  60  mg  per  cent  or  higher 
detected  during  the  screening  program,  but 
were  not  admitted.  Many  authorities  believe 
the  diagnosis  of  lead  poisoning  should  be 
made  if  blood  levels  exceed  40  mg  per  cent. 
If  this  is  used  as  the  upper  limit  of  normal, 
the  number  of  children  with  dangerously 
high  levels  who  were  not  hospitalized  in- 
creases from  45  to  65.  Thus,  the  maximum 
number  of  children  recognized  as  lead  poi- 
soned was  159.  In  most  cases  among  the  66 
hospitalized  with  symptoms  of  lead  poison- 

•The  author  is  Assistant  Professor  of  Public  Health  at 
the  College  of  Medicine  and  Dentistry  of  New  Jersey 
at  Newark. 

tMany  of  today's  medical  students  here  never  heard 
of  “pica"— a craving  for  substances  not  fit  for  food. 

••Bio-Rad,  New  York  City. 
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ing,  the  diagnosis  of  lead  intoxication  was 
made  promptly  by  the  private  physician  or 
hospital  staff.  But  in  an  important  minority 
the  correct  diagnosis  was  not  made  early  in 
the  course  of  the  disability. 

The  various  presenting  manifestations  in 
these  children,  summarized  in  Table  II,  ac- 
count for  some  of  the  difficulties  in  establish- 
ing the  diagnosis.  Delay  in  recognition  and 

Table  II 

Mode  of  Presentation  of  94  Cases  Subsequently 
Treated  for  Lead  Poisoning,  Newark  1969 


Asymptomatic 

Screening  with  ALA’  in  urine  26 

Screening  with  COPR^  in  urine  2 

Case  of  lead  poisoning  in  relative  7 

Pica  9 

Neurologic  symptoms  18 

Convulsions  12 

Drowsiness  6 

Gastrointestinal  symptoms  18 

Vomiting  14 

Anorexia  3 

Abdominal  pain  1 

Bone  abnormality  on  x-ray  2 

Anemia  2 

Other,  including  combinations  of  symptoms  10 

Total  94 


•aminolevulinic  acid 
’coproporpnyrm 

treatment  of  this  chameleon  disease,  which 
masquerades  as  a common  illness  of  the  ner- 
vous system,  the  gastrointestinal  system, 
and/or  the  bone  marrow,  can  be  most  seri- 
ous as  is  illustrated  in  the  following  cases. 

A 3 year-old  girl  had  been  followed  for  tuberculous 
adenitis  regularly  during  the  year  before  her  death. 
During  that  year  she  had  shown  no  weight  gain. 
One  week  before  her  terminal  admission  she  was 
treated  symptomatically  in  the  emergency  ward  for 
persistent  vomiting.  Four  days  later  an  infiltrate  was 
found  on  a chest  x-ray  and  she  was  hospitalized  for 
presumed  tuberculosis.  The  vomiting  suggested  lead 
intoxication  and  blood  for  lead  levels  was  obtained. 
Treatment  was  not  initiated  pending  return  of  the 
laboratory  studies.  Three  days  later  she  convulsed, 
and,  despite  reduction  of  blood  lead  concentration 
from  100  mg  per  cent  to  20  per  cent,  she  died. 

The  other  patient  was  first  admitted  for  lead  ptoison- 
ing  in  September  1968.  He  was  treated  successfully 
and  discharged.  In  June  1969  he  was  seen  again 
with  a two-week  history  of  lethargy  and  convulsions. 
Medical  attention  had  not  been  sought  during  this 
14  day  period.  On  admission,  hemoglobin  was  5.6 


gm  per  cent  and  the  blood  lead  190  mg  per  cent. 
Despite  vigorous  therapy,  the  child  died  on  the 
seventh  hospital  day. 

The  children  admitted  for  therapy  generally 
responded  favorably.  But,  on  discharge,  they 
usually  face  the  environment  in  which  they 
had  originally  been  poisoned.  One  third  of 
the  children  hospitalized  in  this  15  month 
period  were  suffering  second  or  third  episodes 
of  lead  intoxication. 

The  importance  of  follow-up  of  poisoned 
children  is  underscored  by  our  cases.  Chil- 
dren with  lead  poisoning  clearly  cannot  be 
discharged  to  be  seen  only  if  symptomatic. 
The  next  episode,  if  not  fatal,  is  too  likely  to 
be  one  from  which  the  child  does  not  fully 
recover.  Without  a specific  focus  on  the  dan- 
gers of  repoisoning,  this  possibility  was  usual- 
ly ignored  during  the  asymptomatic  and  more 
reversible  stages.  When  mothers  brought  a 
previously  poisoned  child  for  care  of  acute 
and  unrelated  conditions,  only  infrequently 
was  the  opportunity  used  to  obtain  a blood 
for  lead  level  determination.  The  child’s  frac- 
ture, lacerations,  abscess,  hernia,  or  common 
cold  was  the  sole  focus  of  the  emergency 
room  physician’s  attention. 

To  provide  adequate  follow-up,  the  Depart- 
ment of  Pediatrics  of  the  New  Jersey  College 
of  Medicine  and  Dentistry  at  Newark  estab- 
lished in  March  1970  a weekly  “Lead  Clinic’’ 
for  children  discharged  from  Martland  Medi- 
cal Unit  after  admissions  for  lead  poisoning. 
(Three-fourths  of  the  cases  in  Newark  are 
cared  for  in  this  insitution.)  This  clinic  ar- 
ranges for  these  children  (together  with  all 
members  of  their  household  under  age  5)  to 
be  seen  every  three  months.  This  is  likely  to 
be  an  interval  within  which  asymptomatic 
rises  in  blood  lead  levels  could  be  appreciated 
before  more  serious  reactions  developed.  The 
follow-up  includes  review  of  growth  and  de- 
velopment, analysis  of  current  symptoms,  and 
determination  of  hematocrit,  hemoglobin, 
serum  iron,  and  total  iron-binding  capacity, 
urinary  ALA,  and  blood  lead  levels.  Pica,  past 
or  present,  is  sought  for  in  the  mother  and  fa- 
ther as  well  as  all  children.  We  made  a pre- 
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liminary  study  in  Newark  of  the  association 
of  pica  in  parents  and  children,  of  25  cases 
and  25  control  families.  Forty-two  per  cent  of 
the  case  mothers  had  pica  whereas  only  24  per 
cent  of  the  controls  gave  this  history.  Three 
of  the  case  fathers  had  pica;  none  of  the 
control  families  described  this  symptom.  Al- 
though this  trend  appears  interesting,  the 
numbers  were  small  and  the  differences  are 
not  statistically  significant. 

Siblings  of  lead  poisoned  children  were  usual- 
ly ignored.  Of  the  children  hospitalized  for 
lead  poisonings  or  with  blood  lead  levels  60 
mg  per  cent  and  over,  60  per  cent  of  the 
potentially  involved  siblings  (born  1963 
through  1968)  had  neither  blood  lead  nor 
ALA  urine  screening  done  (Table  III). 

Table  III 

Results  in  Known  Siblings  Born  1963  through  1968 
of  Children  with  Blood  Leads  over  60  mg  per  cent  or 
Hospital  Admissions  for  Poisoning,  January  1,  1969 
through  March  31,  1970. 

Number  of  Children 

No  blood  or  urine  test  performed  54 

Children  with  evidence  of  increased 

body  lead  28 

admitted  for  chelation 
blood  lead  60  mg  per  cent 
and  over,  no  admission 
blood  lead  40-59  mg  per  cent 
ALA  urine  positive,  no  blood 
lead  determinations  made 

Children  without  evidence  of  in- 
creased body  lead  (blood  lead 
under  40  mg  per  cent)  9 

Total  91 

Preliminary  Study  of  Groups  of 
Potentially  Lead-Poisoned  Children 

Under  the  Division  of  Epidemiology  a sum- 
mer project  to  screen  children  by  blood  lead 
levels  used  two  approaches.  Initially,  a target 
area  was  defined  by  its  poor  housing  condi- 
tions and  randomly  sampled  blocks  were  re- 
viewed systematically  by  door-to-door  search 
for  children  age  1 through  5.  Subsequently, 
four  “Lead  Days’’  were  held  in  community 
storefronts,  open  as  a screening  service  to  all 
who  came.  The  distribution  of  blood  lead 
levels  in  children  tested  by  these  two  ap- 


14 
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proaches  is  shown  in  Table  IV.  More  than  a 
third  of  the  children  had  blood  leads  above 
40  mg  per  cent;  over  7 per  cent  exceeded  59 
mg  per  cent. 

Although  a substantial  number  of  lead  poi- 
soned children  have  been  identified,  the 
figure  for  those  actually  poisoned  is  presuma- 
bly much  higher.  It  is  estimated^-  ® that  3 
to  8 per  cent  of  children  under  age  5 residing 
in  city  slums  have  blood  leads  50  mg  per  cent 
or  higher.  Newark  has  a major  problem  with 
housing,  with  85  per  cent  of  families  with 
nonwhite  heads  of  household  living  in  deteri- 
orated or  dilapidated  housing  in  1960.  Since 
1960,  the  ratio  of  blacks  in  the  population 
has  almost  doubled.  Currently  over  8500  in- 
fants are  born  each  year  to  Newark  residents 
creating  a population  of  children  between 
age  1 and  5 of  over  40,000.  According  to 
preliminary  screening,  the  number  with  ex- 
cessive body  burdens  of  lead  is  likely  to  be  in 
the  13,000  range,  constituting  a public  health 
problem  of  the  first  magnitude. 

Spanish-speaking  families  with  lead  poisoning 
have  been  infrequently  noted  in  Newark. 
Few  children  with  Spanish  family  names  ap- 
pear among  the  94  hospitalized  despite  the 
fact  that  in  1967  Newark  was  estimated  to 
have  a Spanish-speaking  population  of  12  per 
cent.®  This  probably  does  not  reflect  differ- 
ences in  housing.  It  may  reflect  a lesser 
amount  of  pica  in  this  group.  The  most  likely 
explanation,  however,  is  that  few  Spanish- 
speaking children  have  been  hospitalized  be- 
cause this  group  receives  even  less  medical 
attention  than  the  rest  of  Newark. 

The  screening  program  conducted  by  the 
Newark  Division  of  Health  during  1969  and 
into  1970  was  based  on  aminolevulinic  acid 
determination.  The  low  yield  of  true  posi- 
tives, and  the  high  rate  of  false  positives 
among  these  urine  tests  (compared  to  blood 
lead  levels  as  standards)  reflect  both  the  lim- 
its of  the  procedure  and  the  difficulty  of  car- 
rying out  suitable  collections.  The  specimens 
should  be  from  the  first  voiding  of  the  day 
corrected  to  proper  pH  and  either  stored  fro- 
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zen  or  studied  promptly.  None  of  these  re- 
quirements is  met  easily  either  by  the  average 
household  or  the  usual  screening  programs. 
Large-scale  programs  in  Chicago  and  New 
York  City  have  not  used  urine  ALA  as  the 
screening  procedure,  but  have  instead  focused 
on  blood  concentrations. 

The  small  proportion  of  those  at  risk  who 
did  receive  screening  (less  than  7 per  cent) 
emphasizes  the  need  for  wider  educational 
efforts.  Clearly,  the  delay  in  recognition  is 
not  only  due  to  a lack  of  awareness  on  the 
part  of  physicians  but  also  on  the  part  of 
parents  as  illustrated  by  our  second  case  and 
by  another  child  not  yet  two  years  of  age  who 
vomited  daily  for  three  weeks  before  he  was 
brought  to  medical  attention.  At  that  time, 
the  blood  lead  concentration  was  found  to  be 
290  mg  per  cent.  Parental  ignorance  can  also 
create  the  problem.  Some  mothers  in  Newark 
have  used  lead-containing  plaster  as  pacifiers. 
One  well-intentioned  mother  collected  paint 
flakes  for  the  child  to  eat  “like  potato  chips” 
while  watching  television. 

Public  education  can  help  bring  the  child 
with  pica,  or  suspicious  symptoms,  to  medical 
attention.  An  article  on  lead  poisoning  made 
one  father  recognize  his  child’s  pica  for  the 
danger  it  was.  The  child’s  blood  lead  was 
found  to  be  260  mg  per  cent.  In  six  other 
families,  lead  intoxication  was  found  because 
the  parents  brought  their  children  in  for  re- 
view after  learning  that  pica  could  lead  to 
lead  poisoning.  An  additional  seven  families 
had  first  been  concerned  for  their  own  chil- 
dren because  of  a case  of  lead  poisoning 
known  to  them. 

The  necessity  of  following  children  once 
identified  as  having  excessive  body  burdens  of 
lead  is  obvious.  The  children  who  were  iden- 
tified at  any  stage  as  requiring  further  investi- 
gation but  who  failed  to  obtain  it  are  sum- 
marized in  Table  V.  Most  disturbing  were  the 
43  cases  with  blood  leads  60  mg  per  cent  or 
higher  in  which  there  was  neither  a subse- 
quent hospital  admission  nor  another  blood 


lead  level  obtained.  Sometimes  the  failure  of 
further  investigation  related  to  difficulties  in- 
herent in  locating  families.  In  other  cases  the 
family  could  not  be  persuaded  to  have  addi- 
tional tests  made.  In  still  others,  lack  of  fol- 
low-up was  due  to  inadequate  communica- 
tion among  various  interested  groups.  For  ex- 
ample, the  public  health  nurses  and  sanitari- 
ans, on  whom  the  identification  of  the  source 
of  poisoning  currently  depends,  did  not  have 
all  names  of  positive  ALA  determinations  or 
of  all  children  with  bloods  over  60  mg  per 
cent.  Failure  to  follow  siblings  is  all  the  more 
distressing  in  the  light  of  the  data  showing 
that  one-third  of  siblings®  of  children  with 
lead  poisoning  may  be  expected  to  show  in- 
creased body  burdens  of  lead.  These  studies 
are  supported  by  our  own  data.  In  siblings 
who  were  tested,  almost  half  required  treat- 
ment. 

Inadequate  housing  has  been  a major  obsta- 
cle to  protection  of  families  with  lead- 
poisoned  children.  During  or  shortly  after 
hospitalization,  the  home  is  usually  visited  by 
the  Newark  public  health  nurse  and  the  sani- 
tarian. The  latter  reports  on  both  the  condi- 
tion of  the  paint-bearing  surfaces  and  the  per 
cent  lead  by  weight  in  a sample  paint  chip. 
Chips  of  paint  were  tested  from  64  houses  in 
which  a lead  poisoned  child  lived.  Only  one- 
third  were  reported  to  contain  over  1 per 
cent  lead.  From  studies  in  other  slum  areas,^® 
the  rate  of  positives  should  be  50  to  70  per 
cent  or  higher.  The  low  yield  in  the  Newark 
experience  may  be  explained  by  the  paucity 
of  samples  submitted  from  each  dwelling 
unit,  in  many  instances  only  one  chip. 

Table  V 

Failure  to  Continue  Indicated  Investigation  for  Lead 
Poisoning  Among  Children  in  Newark 


COPR  urines  positive  with  no  sub- 


sequent  blood  lead 

99/21 

43 

ALA  urine  positive  with  no  sub- 
sequent blood  lead 

33/113 

31 

Total  blood  leads  with  values  40  to  59 
mg  per  cent  without  subsequent  blood 

22/169 

13 

Total  blood  leads  with  values  60  mg 
per  cent  or  higher  without  treatment 

43/172 

25 

Total 

109 
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Some  5y  notices  were  served  on  the  dwellings 
involved  in  these  cases  for  violation  of  the 
city  code.  Not  more  than  three  landlords 
have  actually  been  fined  although  code  com- 
pliance was  rare.  In  few  instances  was  any 
definitive  action  taken  during  the  child’s  hos- 
pitalization either  to  relocate  the  family  or 
redecorate  the  dwelling.  With  half  the 
families  known  to  be  on  ivelfare,  few  could 
afford  to  repair  the  apartments  with  their 
own  resources.  Children  had  to  be  dis- 
charged, on  the  average,  after  six  or  seven 
days,  the  need  for  acute  care  pediatric  beds 
making  longer  hospital  stays  impossible. 
Then  the  children  returned  to  the  environ- 
ments in  which  they  had  originally  been  poi- 
soned. 

Newark  may  have  the  most  serious  lead  prob- 
lem in  the  nation:  over  7 per  cent  of  the 
blood  concentrations  were  found  to  be  60  mg 
per  cent  and  higher.  Another  32  per  cent  of 
the  sample  had  blood  lead  levels  of  40  to  59 
mg  per  cent.  This  is  considerably  higher  than 
the  most  recent  New  York  figures  showing 
three-fourths  of  the  values  under  40  mg  per 
cent,  19  per  cent  between  40  and  59  mg  per 
cent,  and  5 per  cent  68  mg  per  cent  and 
higher  (Table  IV) . The  samples  may  not  be 


vestigation  of  themselves,  their  siblings,  and 
their  environment.  Screening  by  blood  levels 
in  the  summer  of  1970  sharpened  the  sense  of 
urgency  about  lead  poisoning  in  Newark. 

The  inadequacy  of  present  resources  as  well 
as  the  inefficiency  in  their  deployment  be- 
came a community  concern.  It  then  became 
clear  to  parents,  community  leaders,  pro- 
fessional workers  in  health  and  health  admin- 
istration, the  city  administration,  and  the 
medical  college  that  the  results  of  phases  1 
(the  evaluation  of  the  15  month  preblood 
screening  period)  and  2 (the  preliminary 
blood  screening)  mandated  that  the  entire 
estimated  at-risk  population  in  Newark  have 
lead  determinations  made  in  1971.  The  out- 
come of  the  planned  phase  3 (total  screen- 
ing) and  4 (remedial  and  preventive  efforts) 
will  be  the  subject  of  a second  report  in  1972. 

Summary 

Assessment  of  lead  poisoning  in  Newark  dur- 
ing the  15  months  January  1,  1969  through 
March  31,  1970  showed  that  the  number  of 
children  screened,  treated,  and  followed  were 
far  below  the  number  projected  at  risk  of 
lead  poisoning.  The  estimates  of  the  severity 
of  the  problem  w'ere  based  on  two  types  of 


Table  IV. 

lilood  I.ead  Levels  by  Type  of  Screening,  Summer  1970. 


Newark  New  York  City 


mg% 

Block  study 

Lead  Days 

Total 

N 

% 

N 

% 

N 

% 

N 

% 

less  than  40 

81 

58.7 

282 

61.8 

363 

61.1 

27.184 

75.4 

40-59 

44 

31.9 

144 

31.6 

188 

31.5 

6,991 

19.1 

60  and  over 

13 

9.4 

30 

6.6 

43 

7.4 

1 .896 

5.2 

Total 

138 

100 

456 

100 

594 

100 

.36.071 

100 

N — number 


similar  in  their  relevant  characteristics  but 
the  gravity  of  Newark’s  problem  is  em- 
phasized by  the  comparison. 

Thus,  in  Newark  until  late  1970,  screening 
involved  too  few  children,  the  ALA  test  was 
found  not  to  be  reliable,  evaluation  of  siblings 
was  inadequate,  and  children  once  suspected 
of  lead  poisoning  often  had  inadequate  in- 


screening with  blood  lead  level  determina- 
tions which  showed  that  7.4  per  cent  of  the 
children  had  blood  lead  le\els  60  mg  per  cent 
or  higher,  while  another  32  per  rent  had 
blood  leads  40  to  59  mg  per  cent.  Community 
interest  and  resources  have  been  mobilized  by 
the  definition  of  the  gap  between  the  needs 
of  the  city’s  children  and  the  amount  of  con- 
trol achieved. 
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100  Bergen  Street 


Radiation  Safety  Standards 


The  Food  and  Drug  Administration  has  pro- 
posed that  equipment  manufactured  for  x-ray 
diagnosis  in  the  healing  arts  incorporate  new 
radiation  control  features  to  reduce  exposure 
during  x-ray  examination.  The  new  standard 
was  developed  by  the  FDA  Bureau  of  Radio- 
logical Health.  X-ray  examinations,  the  FDA 
noted,  constitute  the  largest  source  of  man- 
made radiation  reaching  American  people. 

“While  the  beneficial  applications  of  radia- 
tion in  the  healing  arts  are  well  recognized, 
exposures  from  diagnostic  x-ray  procedures 
have  far  more  public  health  significance  than 
exposures  from  all  other  man-made  radiation 
sources,”  said  Charles  C.  Edwards,  M.D.,  Food 
and  Drug  Commissioner.  “More  than  90  per 
cent  of  all  human  exposure  to  man-made  ra- 
diation comes  from  the  diagnostic  use  of  x- 
ray,  in  contrast  with  about  one  per  cent  from 
radioactive  discharges  from  nuclear  power 
plants  about  which  there  has  been  so  much 
public  concern.” 

One  new  proposal  would  require  stationary 
general  purpose  x-ray  machines  to  be  de- 
signed to  insure  limitation  of  the  beam  to 
approximately  the  size  of  the  body  area  to  be 


examined.  The  other  would  require  radio- 
graphic  equipment  to  be  able  consistently  to 
reproduce  exposure  and,  therefore,  image 
quality  for  given  settings  for  voltage,  current, 
and  time. 

Failure  to  keep  the  x-ray  beam  within  the 
area  of  the  body  undergoing  diagnostic  exam- 
ination is  one  of  the  commonest  causes  of 
unnecessary  x-ray  exposure.  Reduction  of  as 
much  as  50  per  cent  or  more  in  the  genetical- 
ly significant  dose  from  diagnostic  x-ray  can 
result  from  limiting  the  beam  to  approximate- 
ly the  size  of  the  film  or  other  x-ray  receptor. 
The  exposure  reproducibility  requirement  of 
the  standard  would  enable  the  technologist  to 
know  with  confidence  what  results  to  expect 
at  various  equipment  settings  and  thus  to 
avoid  picture  retakes,  a common  cause  of  un- 
necessary diagnostic  x-ray  exposure. 

X-ray  equipment  manufacturers  would  be  giv- 
en a year  following  the  effective  date  of  the 
standard  to  produce  equipment  complying 
with  its  provisions.  The  proposed  standard 
would  become  effective  up>on  republication  in 
the  Federal  Register  after  60  days  for  public 
comment. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables-r- 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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the 

3 phases 
of  Eve 


Ml  women  are  not  equal  in  their  endogenous 
lormonal  output.  And,  while  all  oral  contraceptives 
ire  fundamentally  effective,  they  exhibit  differences 
a their  activity  levels  and  estrogen-progestogen 
atios  that  affect  different  women  differently— in 
)oth  short  and  long-term  use.  Some  brands 
nay  be  insufficient  for  the  woman’s  needs  or  else 
nay  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
he  range  of  women’s  needs  to  help  you  provide 
he  right  pill  for  the  right  woman  at  the  right  time. 


^ferences  1.  Editorial;  Oral  Contraceptives  Which  Pill  tor  Which  Patient’  Patient  Care  390-115 
eb.)  1969  and  4;135-145  (June  15)  1970. 2.  Greenblatt,  R.  B.  Progestational  Agents  in  Clinical 
actice,  Med.  Sci.  15:37-49  (May)  1967  3.  Kistner,  R W:  Gynecology  Principles  and  Practice,  ed.  2. 
iicago.  Year  Book  Medical  Publishers,  1971 4.  Kistner,  R W;  The  Pill:  Facts  and  Fallacies  About 
day’s  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968. 5.  Nelson,  J H,  Qinical  Evaluation  of 
de  Effects  of  Current  Oral  Contraceptives,  J.  Reprod.  Med.  6:50-55(Feb.)  1971  6.  Orr,  G.  W Oral 
ogestational  Agents:  Therapy  and  Complications,  S.  Dakota  J Med,  2211-17  (Jan.)  1969. 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  anc] 
normal  menses  do  best  on  a middle-of-the-road  pillj 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(^Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal] 
cytology  slide— balanced  “pink  and  blue’.’) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slighj 
progestogen  dominance.  It  has  an  excellent  record  [ 
of  patient  acceptance. 

Ovulen 

Each  white  tablet  contains;  ethynodiol  diacetate  1 mg  /mestrand  0 1 mg 


SEARLE 


the  Demulen  phase 

Manywomen*whosecretemore estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

(‘‘Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  "pink") 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
effects:  early  breakthrough  bleeding  is  often 
transient. 

Demulen 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  m< 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

(‘Typical  clues— oily  complexion,  acne,  hirsutis 
masculinity,  flat  chest.  Vaginal  cytology  slide  — 
"blue!’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depressi 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogen 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  higf 
dose  progestogen  side  effects. 

Enovid-E 


For  brief  summary  of  prescribing  informatic 
see  following  page. 


Each  white  tablet  contains,  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28”and  Demulen'- 28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules 


Each  tablet  contains  norethynodrel  2 5 mg mestranol  0 1 mg 
Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribec 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen'  Demulen* 

Each  white  tablet  contains:  Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions-Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibitingthe  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thromboticdisorders(thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and studiesof  morbidity  intheUnitedStateshaveshown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one'  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates"  in  the 
United  States  found  a relative  risk  of  4,4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts, This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
compjete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate'  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
jen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  intiuence  et  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retentior , i .'Editions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  mig^dinv-^.  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrot  i:’h  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  s<:uso:;  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adeq^  lat.; ; ivnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depressic-  -.r  ■ . jld  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible  i 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  i 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  ! 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  noabsolutelimitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  | 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  j 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure  j 
following  administration  of  contraceptive  steroids.  i 

Adverse  reactionsobserved  in  patients  receiving  oral  contracep-  | 
tives-A  statistically  significant  association  has  been  demonstrated  between  ! 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo-  | 
phlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation-  i 
ship  has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  i 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis.  ,} 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  || 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom-  r 
inal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual  . 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma,  J 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  *| 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X: 
thyroid  function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  i5267-279(May)  1967. 

2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit,  Med.  J.  2193-199  (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll.  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraemtives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2651-65/ (June  14)  1969.  4.  Sartwell. 

P.  E,;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G,  R.,  and  Smith.  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 

J.  Epidem.  9Q365-3^(Nov.)  1969. 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Enovid-E’ 

norethynodrel  2.5  mg./mestranol  0,1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication-Enovid-E  is  indicated  for  oral  contraception 
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Should  all  diabetics  be  tested  for  vesical  function? 
Ves.  says  Dr.  Weinberg  and  here’s  why. 


Role  of  the  Urologist  in 
Diabetes  Mellitus* 


Sidney  R.  Weinberg,  M.D. 

Brooklyn,  New  York 

The  role  of  the  urologist  is  primarily  the 
conservation  of  renal  function  by  eliminating 
obstructive  uropathy.  It  must  be  remembered 
that  diabetes  mellitus  induces  or  accelerates 
the  infectious,  obstructive,  and  degenerative 
diseases  of  the  urinary  tract.  These  lesions 
are: 

1.  Urinary  tract  infections,  including  papillary  ne- 
crosis of  the  kidneys. 

2.  Kimmelstein-Wilson  degenerative  disease  of  the 
kidneys.' 

3.  Diabetic  neuropathy  with  dysfunction  of  the  blad- 
der and,  frequently,  sexual  impotence. 

These  lesions  are  frequently  seen  in  combina- 
tion, each  one  augmenting  and  accelerating 
the  disease  process.  The  problem  may  be 
non-recognition  of  the  early  lesion  so  that, 
in  too  many  instances,  extensive  renal  dam- 
age makes  morbidity  a certainty  and  mortal- 
ity inevitable. 

Urinary  tract  infections,  including  acute  and 
chronic  pyelonephritis  are  definitely  more 
common  in  diabetics  than  in  the  general 
po])ulation.  Robbins,  Mallory,  and  Kinney- 
studied  307  diabetics  and  found  a frequency 
of  infection  of  more  than  four-and-a-half 
times  that  of  non-diabetics.  Others  have 
confirmed  this.  Some  authorities  feel  that 
there  is  an  inherent  susceptibility  of  the  dia- 
betic to  urinary  tract  infections  because  of 
the  increased  carbohydrate  content  of  the 
urine  and  because  of  specific  changes  in 
metabolism.  Also,  there  arc  the  specific  de- 
generative lesions  of  Kimmelstein-Wilson. 


These  intracapillary  glomerulosclerotic  lesions 
which  are  not  amenable  to  treatment  occur 
mostly  in  severe  diabetic  patients  of  long 
standing,  especially  those  whose  disease  be- 
gins in  childhood.  Frequently  overlooked  is 
the  major  factor  of  urinary  obstruction,  dia- 
betic neurogenic  dysfunction  of  the  bladder. 

In  contrast  to  the  other  causes  of  urinary 
tract  infection,  this  lesion  can  be  treated,  and 
preferably  while  renal  function  is  adequate. 
The  examining  physician  must  be  suspicious 
of  any  urinary  or  genital  complaints  as  with- 
out urologic  investigation  diagnosis  cannot 
be  made.  The  physician  treating  diabetic  pa- 
tients must  be  aware  that  symptoms  are  often 
minimal  because  vesical  sensation  is  dimin- 
ished, and  severe  changes  can  occur  asympto- 
matically. It  has  been  estimated^’  ® that  at 
least  one  half  of  all  diabetic  patients  have 
some  degree  of  neuropathy  with  vesical  dys- 
function. 

The  early  relationship  of  vesical  dysfunction 
and  diabetes  was  pointed  out  by  Motzkin.® 
Three  hundred  and  seven  patients  with  nor- 
mal blood  sugar  and  urinalysis  negative  for 
sugar  were  evaluated  for  vesical  sensation. 
Normal  men  sliould  have  a desire  to  void 
when  200  cubic  ceniimeters  of  fluid  arc 
placed  in  tlie  bladder.  Forty-three  of  these 
patients  had  no  sensation  to  void  after  that 
much  fluid  was  instilled,  and  about  half  had 
att  unc(]uivocal  positive  glucose  tolerance 
test.  I'his  implies  that  deficiency  in  vesical 
sensation  may  be  a sign  of  early  diabetes. 

* Read  before  the  Section  on  Urologv’,  205th  Annual 
Meeting,  The  Medical  Society  of  New  Jersey,  .Atlantic 
City,  May  IG,  1971 
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Conversion  from  a previously  normal  to  a 
diabetic  glucose  tolerance  curve  was  noted 
later  in  four  patients. 

The  diagnosis  of  diabetic  vesical  neuropathy 
must  be  thought  of  in  the  presence  of  the 
other  lesions.  Remember  that  areas  of  degen- 
eration in  the  lumbar  plexes  have  no  uni- 
form localization.  In  some  patients,  there 
may  be  changes  in  gait  or  in  intestinal 
fauna.  In  other  patients,  the  lesions  may  re- 
sult in  sexual  impotence.  In  patients  with 
neurogenic  dysfunction  of  the  bladder  (with 
hypotonicity  and  enlargement)  there  is  con- 
stant residual  urine.  Occasionally  when  the 
disease  becomes  advanced,  overflow  inconti- 
nence will  result.  An  obstructive  lesion  of 
the  urinary  tract  may  be  the  cause  of  varied 
symptoms,  such  as  pain  and  hematuria.  If 
infection  supervenes,  dysuria  can  be  the 
complaint.  Later  when  the  obstruction 
causes  atrophic  degeneration  of  both  kidneys 
the  signs  are  those  of  renal  failure. 

Physical  examination  may  reveal  neurologic 
changes,  such  as  absent  tendon  reflexes  and 
loss  of  sensation  due  to  the  peripheral  neu- 
ritis. Determination  of  residual  urine  is 
simple  enough,  but  most  internists  are  re- 
luctant to  introduce  catheters  into  the  blad- 
der. It  is  impossible  for  this  diagnosis  to  be 
made  without  some  instrumentation. 

Nowhere  in  the  “Case  Against  the  Catheter” 
is  there  any  dictum  against  the  use  of  the 
catheter  in  the  diagnosis  or  treatment  of  ob- 
structive uropathy.  The  catheter  is  one  of 
the  most  reliable  of  medical  instruments. 
When  used  properly,  it  is  indispensable.  It  is 
common  experience  for  urologists  to  see  pa- 
tients, with  severe  pyuria  and  systemic  reac- 
tion of  long  standing,  being  tieated  with  uri- 
nary antiseptics,  but  without  any  test  for 
residual  urine.  The  excuse  offered  is  that 
catheterization  may  lead  to  infection.  In 
truth,  however,  the  patient  already  has  a 
long-standing  infection  that  cannot  improve 
without  removing  stagnant  urine. 

When  diabetic  neuropathy  is  suspected,  diag- 
nosis is  confirmed  by  cystometric  examination. 


Here  a bladder  capacity  up  to  a liter  is  often 
noted.  The  bladder  detrusor  pressures  are 
minimal  so  that  the  patient,  in  reality,  is 
walking  around  with  a big  sack  of  urine  in 
the  lower  abdomen.  This  is  prone  to  be  in- 
fected, hastening  and  augmenting  the  renal 
deterioration  already  begun  by  the  arterial 
lesions  of  Kimmelstein-Wilson’s  disease.  If 
the  infection  is  severe,  papillary  necrosis  of 
the  kidneys  may  become  an  additional  prob- 
lem. In  young  juvenile  diabetics  (who  are 
prone  to  degenerative  diseases  of  the  Kimmel- 
stein-Wilson  type)  any  lesion  should  be  at- 
tacked vigorously. 

Treatment  may  be  with  bethanechol  chloride 
(Urecholine®)  therapy  or  surgery.  The 
choice  depends  on  whether  significant  resid- 
ual urine  is  present.  If  more  than  60  cubic 
centimeters  are  present,  the  detrusor  muscle 
is  decompensated  and  surgery  is  probably 
necessary.  In  younger  patients,  partial  cys- 
tostomy  with  Y-V  plasty  may  be  used.  In 
older  patients,  a transurethral  resection  of 
the  prostate  gland  (with  or  without  partial 
resection  of  the  bladder)  should  be  consid- 
ered. The  place  of  partial  resection  in  the 
treatment  of  the  hypotonic  bladder  is  con- 
troversial. However,  in  my  experience,  this 
procedure  has  successfully  restored  patients 
to  proper  urination.  .After  all,  the  fatigued 
and  distended  detrusor  muscle  cannot  pro- 
pel a large  volume  of  urine.  If  the  volume  in 
the  bladder  is  reduced  and  peripheral  resist- 
ance decreased,  muscle  efficienev  is  greatly 
enhanced. 

The  following  histories  of  patients  with  dia- 
betic vesical  neuropathy  will  demonstrate  the 
varying  degrees  of  severity  with  which  the 
disease  is  seen  clinically. 

Case  One 

A !>6-vcar  old  male,  a mild  diabetic  of  ">  \ears' 
duration,  was  seen  bceau.se  of  dvsuria.  frequenev. 
occasional  nocturia,  and  weak  erections.  F.xcretorv 
urography  showed  a normal  upper  urinarv  tract . 
Cystoscopy  revealed  a residual  urine  of  20  cubic  cen 
timeters  with  a bladder  capacity  of  ,500.  He  bad 
minimal  bypertrophy  of  the  prostate  gland.  Treat- 
ment consisted  of  betbancchol  chloride  therapy,  urin- 
ary antiseptics,  and  multiple  voiding.  Mis  urinary 
symptoms  then  improved.  Rethanechol  chloride  was 
discontinued.  Follow-up  visits  for  two  years  ha\e 
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shown  no  increase  in  residual  urine  and  no  recur- 
rence of  symptoms.  He  was  advised  to  have  sexual 
relations  in  the  morning.  It  seems  that  both  mind 
and  body  may  function  better  then;  the  full  bladder 
can  also  assist  with  erection.  The  patient  was  told 
that  medication  would  not  be  helpful.  In  younger 
individuals  with  complete  impotence,  a surgical  treat- 
ment with  a prosthesis  placed  in  both  corpora  caver- 
nosa is  recommended. 

Case  Two 

A 62-year  old  male  was  a mild  diabetic,  so  diagnosed 
one  year  ago.  He  had  been  treated  by  an  oral  hypo- 
glycemic agent.  He  was  seen  because  of  irritative 
urinary  tract  symptoms.  The  prostate  gland  weighed 
30  grams  and  was  benign  in  consistency.  Excretory 
urography  showed  normal  upper  urinary  tracts. 
Cystometry  (Figure  lA)  showed  marked  hypotonicity. 
The  patient  had  a transurethral  resection  of  the 
prostate  gland  in  which  15  grams  of  tissue  were 
removed.  The  pathologist  reported  adenomatous  and 
fibromuscular  hyperplasia.  The  patient  had  an  un- 
eventful convalescence,  but  even  now  the  patient  is 
being  treated  with  bethanechol  as  residual  urine  is 
still  about  100  cubic  centimeters  (Figure  IB.)  Careful 
watch  is  being  maintained  of  the  upper  urinary 
tracts. 

Cvstometroqram 


Figure  1 B— Post-operative  cystometry  showing  improve- 
ment. 

Case  Three 

A 61 -year  old  male  patient,  a mild  diabetic,  had 


had  two  previous  transurethral  resections  of  prostate 
gland  and  subsequent  urinary  incontinence  for  two 
years.  Study  showed  a large  hypotonic  bladder  of 
one  litre  capacity  with  a contracture  of  the  vesical 
neck  (Figure  2) . Partial  resection  of  his  bladder 
and  revision  of  the  vesical  neck  with  a Y-V  plasty 
restored  the  patient  to  continence. 


Figure  2— Cystogram  of  male,  age  61,  showing  en- 
largement and  hypotonicity.  Note  large  prostatic 
fossa  at  site  of  previous  transurethral  resections 
(arrow)  . 

Case  Four 

A male  juvenile  dialietic  has  been  ireaieii  since  the 


I’igurc  3.\— Cystometry  of  21-year  olil  male  showing 
spasm. 
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age  of  8 with  insulin.  His  first  urologic  admission 
was  in  October  1969,  at  age  24,  for  irritative  urinary 
tract  symptoms.  Cystometrogram  and  cystometry 
showed  cystitis  and  vesical  spasm  (Figure  3A) . He 
was  treated  with  urinary  antiseptics  and  discharged 
improved.  The  patient  was  readmitted  in  February 
1971.  At  this  time  the  cystometry  showed  definite 
hypotonicity  (Figure  3B) . Because  of  normal  upper 
urinary  tract  and  lack  of  residual  urine,  the  patient 
is  being  treated  with  bethanechol.  This  patient  is 
in  delicate  balance  and  surgery  probably  will 
eventually  be  necessary. 


Cvetometrogram 


The  treatment  of  the  female  patient  is 
somewhat  different.  It  had  been  standard 
practice  to  recommend  transurethral  resec- 
tion of  the  vesical  neck  for  improvement  of 
function  of  the  hypotonic  bladder.'^  However, 
recent  work  with  urethroplasty  has  shown 
that  the  terminal  urethra  may  be  the  most 
obstructive  area  in  the  female  urethra  and 
that  resection  of  the  terminal  urethra  may 
be  preferable.  Certainly,  it  is  a safer  opera- 
tion than  electrosection  of  the  bladder  neck, 
as  that  procedure  has  resulted  in  urinary 
fistulae  and  incontinence  in  too  many  pa- 
tients. 

Case  Five 

A 50-year  old  woman  was  admitted  in  moderate 
renal  failure  with  a BUN  of  54..  Study  showed  a 
large  bladder  with  over  500  cubic  centimeter  capacity 
and  residual  urine  of  200.  Urethroplasty  was  per- 
formed, and  while  it  is  too  early  for  full  evaluation 
(and  the  patient  is  still  on  catheter  drainage)  her 
urea  is  now  37  and  her  edema  has  decreased.  The 
patient  can  see  better  and  feels  better  than  she  had 
been  for  years. 

Case  Six 

A 40-year  old  man  was  admitted  for  treatment  of 


renal  failure  by  dialysis.  He  was  a severe  diabetic 
taking  insulin  for  fifteen  years.  He  had  severe  eye 
blurring  and  headaches.  Neurologic  examination 
showed  no  gross  defects.  The  prostate  gland  was 
only  l-[-  enlarged.  There  had  always  been  a good 
urinary  stream  with  no  dysuria.  Blood  chemistries 
showed  glucose  of  108,  creatinine  7.8,  and  urea  nitro- 
gen 78.  These  figures  remained  essentially  the  same 
upon  repeat  examinations.  Here  diabetic  neuropathy 
was  suspected,  on  the  basis  of  probability.  The  blad- 
der was  drained  by  indwelling  catheter.  The  patient 
developed  a marked  diuresis,  putting  out  4000  cubic 
centimeters  of  urine  per  day.  Electrolyte  replace- 
ment was  necessary  as  the  patient’s  blood  sodium  level 
decreased.  After  three  stormy  days,  he  improved  re- 
markably, especially  in  vision.  Urea  nitrogen  level 
fell  to  54.  Blood  pressure  which  was  initially  190/120 
was  reduced  to  140/90.  Cystometry  demonstrated  a 
bladder  capacity  of  lOOOcc  with  the  first  sensation 
at  300  cubic  centimeters  (Figure  4) . Infusion  ex- 
cretory urography  visualized  two  moderate-sized  kid- 
neys with  a nephrogram  effect.  After  three  weeks  of 
catheter  drainage,  a transurethral  resection  of  the 
prostate  gland  was  done.  Fifteen  grams  of  benign 
tissue  were  removed.  Post-operative  course  was  un- 
eventful and  he  was  discharged  from  the  hospital 
one  week  later  without  requiring  any  dialysis. 


Cystometrogram 


Figure  4— Cystometry  of  40-year  old  male,  showing 
marked  hypotonicity  without  any  urinary  tract  symp- 
toms. 

This  last  patient’s  case  history  emphasizes  the 
difficulties  involved  in  the  diagnosis  of  dia- 
betic neuropathy.  Although  the  disorder  was 
advanced  to  a terminal  state,  he  was  never 
examined  for  urinary  obstruction,  probably 
because  all  urine  cultures  showed  no  growth 
and  he  maintained  a good  urinary  stream. 

Summary 

It  is  recommended  that  all  diabetic  patients 
be  tested  for  vesical  function.  Young  males 
with  complete  sexual  impotence  should  be 
advised  about  surgical  implantation  of  a 
prosthesis.  Females  with  hypotonicity  should 
be  treated  by  urethroplasty  before  trans- 
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urethral  resection  of  the  vesical  neck  is  done. 
Partial  resection  of  the  bladder  should  be 
considered  in  the  treatment  of  patients  in- 
continent of  urine  and  with  large  bladders. 
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555  Prospect  Place 


Sex  Hormone  Levels  and  Aggressive,  Dominant  Behavior 


The  relationship  between  male  sex  hormones 
and  aggression  will  be  studied  under  a $62,- 
283  research  grant  announced  by  HEW’s  Na- 
tional Institute  of  Mental  Health,  Health 
Services,  and  Mental  Health  Administration. 
The  cjuestions  being  investigated  include:  Do 
increased  levels  of  sex  hormones  in  males  lead 
to  more  aggressive  behavior  and  higher  social 
rank?  Are  hormones  responsible  for  the  ag- 
gressive surge  to  the  top  or  do  increased  hor- 
mone levels  reflect  social  rank  and  aggressive 
activity?  To  be  reviewed  will  be  the  relation- 
ship between  testosterone  and  aggression  in 
rhesus  monkeys. 

The  research  will  be  conducted  by  Dr.  Rob- 
ert M.  Rose,  Boston  University  School  of 
Medicine,  and  Dr.  Irwin  Bernstein,  Yerkes 
Regional  Primate  Research  Center.  These 
scientists  have  already  shown  in  the  animals 
that  testosterone  is  correlated  with  aggression. 
A clear  cause-and-eflect  relationship,  howev- 
er, has  not  been  proved. 

In  the  new  study,  they  hope  to  learn  whether 
increased  testosterone  leads  to  greater  aggres- 
sion and,  thus,  to  higher  social  rank  or 
whether  the  hormone  levels  reflect  social 
rank  and  dominance.  It  is  possible  that  testos- 


terone may  be  inhibited  in  subordinate  ani- 
mals by  the  stress  of  living  in  a social  group. 
This  diminished  level  of  testosterone  could, 
in  turn,  result  in  decreased  aggressive  behavi- 
or appropriate  for  a low-ranking  male. 

Dr.  Rose  has  found  that  soldiers  under  the 
increased  stress  of  combat  training  usually 
had  lower  testosterone  levels  than  did  soldiers 
who  were  attending  Officers  Candidates 
School. 

In  studies  of  prisoners  at  the  Patuxent 
(Maryland)  Institution  for  Defective  Delin- 
quents, the  researcher  found  that  inmates  ar- 
rested before  the  age  of  18  for  violent  or 
aggressive  crimes  secrete  more  testosterone 
than  other  prisoners.  However,  he  found  no 
differences  in  the  testosterone  levels  of  prison- 
ers who  were  well-behaved  or  those  tvho  were 
aggressive. 

I'he  investigators  will  observe  the  animals’ 
hormone  production  in  a variety  of  situa- 
tions. These  will  include  behavioral  changes 
associated  with  rising  testosterone  levels  dur- 
ing puberty,  seasonal  changes  in  testosterone 
levels,  and  the  hormonal  resjxtnse  to  ex- 
posure to  sexually  responsive  females. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/rfil).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ® 1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  c 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  b 
carefully  examined  and  monthly  serological  follow-up  for  c 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  i 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  nc 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  wit 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  t 
detect  evidence  of  development  of  resistance  of  N.gonorrhoeai 

Adverse  reactions:  The  following  reactions  were  observe 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site 
urticaria,  dizziness,  nausea,  chills,  fever  ond  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normr 
human  volunteers,  the  following  were  noted:  a decrease  in  heme 
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Irobicin* 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

single-dose  intramuscular  treatment 


iigh  cure  rate:*  96%  of  57 1 males,  95%  of  294  females 

Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

4o  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
vhen  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

\ctive  against  most  strains  of  Neisseria  qonorrhoeae  in  vitro  (M  I C.  7.5  20  mcg/ml) 


\ single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


\lote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
ymptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upforat  least  3 months  should 
)e  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
lypersensitive  to  it. 

)ata  compiled  from  reports  of  14  investigators.  '^‘•'Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeoe  on  Thayer- 
vlartin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
reatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
ollow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure”  except  when  the  investigator  determined 
hat  reinfectian  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
allures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  * 


lobin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
ne phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
iudies  in  normal  volunteers,  a reduction  in  urine  output  was 
oted.  Extensive  renal  function  studies  demonstrated  no  con- 
istent  changes  indicative  of  renal  taxicity. 

>osage  and  administration;  Keep  at  25°C  and  use  within 
4 hours  after  reconstitution  with  diluent. 

rlole  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
lonorrheal  proctitis  and  patients  being  re-treated  after  failure 
if  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
leographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
alent,  initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
ireferred. 

emo/e  — single  4 gram  dose  (10  ml)  intramuscularly. 

low  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Wafer  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  meo  b i-s  (Lwb) 


Lpjohn 


The  Up|ohn  Company.  Kolomozoo.  Michigan  49001 
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rf  if  slan  is  infected, 
or  open  to  infection... 

choose  the  topicds 
that  ^ive  your  patient- 

•i?  broad  antibacterial  activity  against 
susceptible  skin  invaders 
”1?  lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporiif  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

\imishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients;  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g.  ■ 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  if# 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  % 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appr<^ 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  ii 
perforated.  These  products  are  contraindicated  in  those  individuals  wh» 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 


"For  the  viscid  sputum,  potassium  iodide  (.  . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO-NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  M 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 


"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

. there  is  clear  evidence 


that  the  loosening  of  the  bronchial  mucus 
, blanket  must  begin  from  within  the  under- 
, lying  mucus  glands  where  it  is  anchored 
; and  not  from  the  surface.  Complications 


I of  iodides  are  too  occasional  to  avoid  the 
] use  of  this  valuable  medication.”^ 

1 Rx  Information: 


INDICATIONS;  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE;  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMOLOGY;  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memnrane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NOC  55-6458. 


lODO-NIACIN* 


’Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
ij  niacinamide  hydroiodide  25  mg.  Sig.  //  tabs,  t.i.d.  p.c. 

ii 


IjReferences:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
jlSept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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Triglyceride,  lipoprotein,  and  cholesterol  determina- 
tions will  be  helpful  in  evaluating  likelihood  of 
atherosclerosis. 


Lipid  and  Lipoprotein 
Screening  Tests* 

Who,  Why,  When,  How? 


Marvin  Shuster,  M.D., 

Gonzalo  Ramirez,  M.D.,  and 
Hugo  C.  Pribor,  M.D. /Perth  Amboy 

Can  atherosclerosis  be  reduced  or  prevented? 
After  all,  cardiovascular  diseases  account  for 
a larger  portion  of  deaths  in  the  U.S.A.  than 
any  other  cause.  Coronary  atherosclerosis  is 
now  appearing  at  earlier  ages  than  in  the 
past.  Autopsies  on  young  soldiers  in  the  In- 
do-China’^  war  show  a greater  incidence  of 
arteriosclerosis  than  was  seen  in  soldiers  in 
the  Korean  conflict  less  than  twenty  years 
ago.  In  our  own  autopsy  experience,  we  have 
seen  men  in  their  twenties  with  marked 
coronary  arteriosclerosis.  Some  also  show  evi- 
dence of  healed  myocardial  infarction.  An 
estimated  one  of  every  200  babies  has  a Type 
II  hyperlipidemia  which  can  lead  to  prema- 
ture arteriosclerosis.- 

On  the  positive  side,  we  now  have  better 
tools  for  diagnosing,  possibly  preventing,  and 
managing  coronary  and  generalizetl  athero- 
sclerosis. Principal  among  the  improved  diag- 
nostic tools  are  the  triglycerides  determina- 
tion, lipoprotein  elect rophoresis,  and  phcno- 
typing.  Better  diet  management,  with  or 
without  drug  therapy,  has  proved  ellective  in 
managing  and  treating  the  conditions. 

Factors  Increase  Risk  of  Atherosclerosis 

Several  factors  appear  to  predispose  an  indi- 
vidual to  develop  atherosclerosis  and  particu- 
larly coronary  atherosclerosis  and  coronary 
heart  disease.  These  include  hypercholestero- 


lemia, obesity,  hypertension,  cigarette  smok- 
ing, physical  inactivity,  and,  possibly,  genetic 
factors.^  Thus,  the  first  logical  step  in  coping 
with  atherosclerosis  is  to  find  patients  who 
have  a predisposition  to  develop  the  disease 
or  who  already  have  some  indication  of  exist- 
ing disease.  The  combination  of  a choles- 
terol determination  and  the  triglycerides  de- 
termination is  an  effective  screening  test  for 
cardiovascular  disorders  either  in  the 
manifest  or  the  incipient  state. 

Connor^  recently  reviewed  the  relationship 
of  hypercholesterolemia  to  coronary  heart 
disease.  Here  is  a summary  of  his  findings: 

1.  Occlusive  allierosclcrosis  follows  elevated  blood 
cholesterol. 

2.  Although  cholesterol  is  both  protiuced  and  absorbed 
from  dietary  sources,  the  dietary  component  is  addi- 
tive. 

3.  Cholesterol  cannot  Ire  degraded  l>y  the  body;  it  re- 
mains in  the  blood  or  tissues  until  excreted. 

4.  Age-matched  human  populations  with  little  heart 
disease  have  low  plasma  cholesterol. 

.5.  Plasma  cholesterol  levels  cati  be  lowered  thera- 
peutically to  levels  associaletl  with  less  coronary  heart 
di.sease  and  atherosclerosis. 

(>.  Kxperimental  work  in  monkevs  indicates  that  lower- 
ing blood  cholesterol  levels  ran  improve  existing  - 
coronary  atherosclerosis. 

(ionnor's  slutlics'  lia\'c  led  him  to  bclic\c 
that  cholesterol  le\els  above  220  milligrams 
per  cent  and  triglyt  elides  (oncentiaiions 

•Prom  the  I.abotatories  of  Perth  .\mbov  licneral 
Hospital.  Perth  .\mboy,  New  Jersey 
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above  150  should  be  considered  elevated  and 
that  treatment  should  then  be  instituted. 
The  Framingham  (Massachusetts)  prospective 
study®  shows  the  incidence  of  coronary  heart 
disease  attacks  to  be  five  times  greater  in  men 
with  cholesterol  above  265  milligrams  per 
cent  compared  with  those  whose  cholesterol 
was  220  or  less  in  the  age  group  between  35 
and  44. 

No  Single  Test 

Although  it  is  the  most  familiar  of  the  lipid 
substances,  the  most  abundant  and  easy  to 
assay,  cholesterol  quantitation  is  only  one 
tool  we  have  for  assessing  disorders  of  lipid 
metabolism.  Alone  it  is  not  enough.  It  may 
miss  Type  IV  lipoprotein  phenotype  since 
cholesterol  is  often  normal  in  these  patients. 
Nor  is  the  triglycerides  determination  enough 
by  itself;  it  could  miss  Type  II  phenotype 
abnormalities  for  similar  reason.  Both  tests 
together,  however,  do  comprise  an  adequate 
screen.®’  ^ 

A recent  study  in  our  laboratory  indicates 
this.  We  did  cholesterol  and  triglycerides  tests 
on  500  random  fasting  adult  medical  admis- 
sions. Lipoprotein  electrophoresis  tests  were 
performed  on  the  198  cases  where  cholesterol 
and/or  triglycerides  were  elevated.  Table  I 
summarizes  these  results.  It  shows  that,  of  the 
500  cases,  97  had  abnormal  cholesterol 
levels,  143  had  triglycerides  abnormalities, 

TABLE  I 

Abnormalities  in  Atherosclerosis-Related 
Tests  on  Random  Adult  Medical  Admissions 


Patients  Tested  500 

Cholesterol  abnormalities 

with  normal  triglycerides  55 

Triglycerides  abnormalities 

with  normal  cholesterol  101 

Both  cholesterol  and  triglycerides  abnormalities  42 
Lipoprotein  electrophoresis  abnormalities 

total  109 

among  patients  having  both  abnormal  choles- 
terol and  triglycerides  42 

among  patients  having  normal  cholesterol, 

abnormal  triglycerides  41 

among  patients  having  normal  triglycerides  ab- 
normal cholesterol  26 

Classification  of  lipoprotein  electrophoresis 
abnormalities 

Type  I 1 

Type  II  50 

Type  IV  58 


and  109  had  lipoprotein  abnormalities. 
Of  the  109  lipoprotein  abnormalities, 

41  would  not  have  been  investigated  if 
cholesterol  abnormalities  only  were  used  to 
screen  patients  and  26  would  have  gone  un- 
detected if  triglycerides  abnormalities  only 
were  considered.  All,  however,  were  found  by 
doing  the  two  tests  as  a basic  screen.  A practi- 
cal delineation  of  these  disorders  makes  quan- 
titation of  triglycerides  and  cholesterol  and 
lipoprotein  electrophoresis  mandatory  to  es- 
tablish the  phenotype  to  which  these  patients 
belong. 

The  determination  of  total  lipids  as  a screen- 
ing test  has  been  abandoned  and  properly  so 
since  an  increased  value  does  not  pinpoint 
which  single  fraction  or  combination  of  frac- 
tions is  contributing  to  this  elevation.  Estima- 
tion of  the  phospholipids  has  shown  little 
clinical  usefulness  and  is  seldom  performed. 

Composition  of  the  Lipid  Fractions 

Many  different  substances  in  the  serum  com- 
prise the  lipid  fraction.  These  include  choles- 
terol, triglycerides,  free  fatty  acids,  cephaloth- 
in,  phospholipids,  esterified  fatty  acids,  cere- 
brosides,  lipoprotein,  and  carotenoids.  Nor- 
mally, plasma  contains  between  400  and  1000 
milligrams  per  cent  of  lipid  substances. 

Lipids  are  insoluble  in  water  and  have  a 
nonpolar  configuration.  They  can  be  solubil- 
ized in  the  plasma  by  being  bound  to  plasma 
proteins.  Most  lipids  are  bound  to  the  alpha-2 
and  beta  globulins,  forming  complexes 
known  as  lipoproteins.  Since  the  lipoproteins 
have  electrical  polarity  and  vary  in  size  and 
configuration,  they  can  be  separated  by  their 
differential  migration  in  an  electrical  field  by 
electrophoresis. 

The  free  fatty  acid  component  (a  metaboli- 
callv  active  fraction  with  high  rate  of  turnov- 
er) is  used  as  fuel  by  the  body.  It  is  known  at 
this  time,  however,  that  quantitation  of  the 
free  fatty  acids,  phospholipids  and  lipids  oth- 
er than  cholesterol  and  triglycerides  have  lit- 
tle or  no  clinical  significance.  The  triglyc- 
erides in  serum  are  present  either  as  micro- 
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scopic  droplets  called  chylomicrons  or  as  com- 
plexes with  one  of  the  proteins  acting  as  a 
carrier.  An  elevated  triglycerides  level  in  the 
fasting  individual  is  an  excellent  indicator  of 
hyperlipidemia — be  it  associated  with  obesity, 
liver  disease,  thyroid  disorders,  or  diabetes. 
Triglycerides  also  are  elevated  in  inherited 
defects  of  lipid  metabolism. 

The  serum  triglycerides  test  appears  to  fulfill, 
better  than  other  lipid  determinations,  the 
criteria  for  a diagnostic  test  in  coronary  ar- 
tery disease.  It  is  also  useful  in  establishing 
the  type  of  hyperlipidemia  displayed  by  a 
patient  and  in  following  the  effects  of 
therapy. 

In  1967,  Frederickson,  Levy,  and  Lees® 
presented  their  landmark  paper  defining  the 
hyperlipemic  states  into  five  groups  or  pheno- 
types. A conclusive  diagnosis  of  hyperlipide- 
mia can  be  established  by  doing  a cholesterol 
and  triglycerides  test  after  a ten-hour  fast  fol- 
lowing a normal  dietary  regimen  for  at  least 
ten  days  prior  to  testing.  If  under  these  con- 
ditions both  triglycerides  and  cholesterol  are 
normal,  it  is  safe  to  say  that  the  patient  does 
not  have  hyperlipidemia,  with  a degiee  of 
confidence  that  is  quite  adequate  for  current 
use.  A more  precise  delineation  of  phenotype 
can  be  made  after  lipoprotein  electrophore- 
sis. Table  II  presents  the  major  findings  in 
the  five  different  hyperlipoproteinemia 
phenotypes. 

Some  infants  born  with  a genetically  deter- 


mmed  detect  of  lipid  metabolism,  associated 
with  severe  and/or  premature  arteriosclerosis 
in  later  life,  can  be  identified  at  birth.®  It  is 
hoped  that  treatment  in  infancy  and  childhood 
may  prevent  or  delay  atherosclerosis  resulting 
from  the  Type  II  hyperlipidemia.  The  um- 
bilical cord  blood  in  these  infants  often  shows 
increased  cholesterol.  This  disorder  is  100 
times  as  frequent  as  phenylketonuria,  a disor- 
der of  metabolism  for  which  many  states  have 
an  obligatory  screening  program  and  which  is 
estimated  to  occur  in  about  1 in  20,000 
births. 

Managing  and  Treating  Hyperlipidemia 

Guidelines  for  treatment  on  a dietary  and 
drug  basis  have  been  put  forth  by  numerous 
investigators^®-  The  benefits  derived  from 
the  early  detection  of  hyperlipemic  disorders 
cannot  yet  be  evaluated  accurately.  Only 
through  early  diagnosis  can  effective  treat- 
ment be  given  and  screening  programs  for 
these  disorders  will  prove  important.  Many 
interested  scientists  in  the  1960’s  investigated 
the  role  of  diet  in  the  evolution  of  hyperlipi- 
demia and  the  subsequent  formation  of 
atherosclerosis.  The  interrelationship  of  car- 
bohydrate metabolism,  hyperlipemia,  and 
atherosclerosis  is  also  being  clarified. 

Kuo^®  has  proposed  that  there  are  “fat  in- 
duced” and  “carbohydrate  induced”  hyperlip- 
idemias.  It  has  been  demonstrated  that  Type 
I and  II  phenotypes  require  a low-fat  diet  to 
control  hyperlipidemia,  while  Types  III  and 


TABLE  II 

Classification  of  primary  hyperlipidemia* 


Type 

Lipoprotein 

Triglycerides 

Cholesterol 

Carbo- 

hydrate 

Sensitive 

Fat 

Sensitive 

I (rare) 

Chylomicra  elevated 

Elevated 

Normal 

No 

Yes 

II 

Beta  Lipoproteins  elevated 

Normal 

Elevated 

No 

Yes 

III 

Abnormal  Beta  lipoproteins  present 

Elevated 

Elevated  or 
Normal 

Yes 

Yes 

IV 

Pre-Beta  lipoproteins  elevated 

Elevated 

Elevated 

Yes 

No 

V 

Chylomicra  and  pre-beta  lipoproteins  ele- 
vated 

Elevated 

Elevated 

Yes 

Yes 

•Adapted  from  Fredrickson’s  5 Major  Categories  of  Primary-  Hyperlipidemia. 
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IV  are  indications  for  carbohydrate  restric- 
tion. The  Type  V phenotype  appears  to  be  a 
combination  of  Types  I and  V,  possessing 
features  of  both.  Dietary  management  of 
these  patients  requires  a balanced  low-calorie 
diet  high  in  unsaturated  fats. 

Therapy  of  the  lipoprotein  disorders  is  fre- 
quently a combination  of  dietary  management 
and  drug  therapy.  Type  I patients  generally 
must  be  managed  by  diet  therapy  consisting 
of  diet  sufficiently  low  in  fat  to  prevent  recur- 
ring bouts  of  pain  but  high  enough  to 
maintain  an  adequate  intake  of  fat-soluble 
vitamins.  None  of  the  antilipemic  drugs  cur- 
rently available  can  maintain  a normal  tri- 
glycerides level  in  the  blood. 

In  the  Type  II  patient,  we  must  determine 
whether  he  represents  a secondary  (acquired) 
or  a primary  genetic  hyperbetalipoproteine- 
mia.  Obviously  if  it  is  secondary  to  some  oth- 
er disease,  treatment  aimed  at  the  primary 
initiating  disease  is  indicated.  In  the  familial 
variety,  cholesterol  must  be  severely  restricted 
and  unsaturated  fats  can  be  added  to  the 
diet.  Some  drugs  used  with  varying  degrees  of 
success  in  these  patients  have  been  choles- 
tyramine, beta-sitosterol,  D-thyroxine,  clofi- 
brate  and  estrogens. 

Patients  with  the  Type  III  or  broad  beta- 
lipoproteinemia  should  be  accurately  iden- 
tified, since  therapy  of  specific  nature  can 
benefit  them  greatly.  Blood  lipids  in  these 
individuals  can  be  brought  to  normal  by  a 
combination  of  diet  and  drug  therapy,  and 
secondary  manifestations,  such  as  xanthomata, 
can  be  markedly  improved.  Diet  should  be 
low  in  cholesterol  and  clofibrate  can  bring 
about  a 50  per  cent  reduction  in  cholesterol 
and  up  to  80  per  cent  reduction  in  triglycer- 
ides. 

In  the  Type  IV  individual,  weight  reduction 
effects  a reduction  of  hyperlipemia.  Frequent- 
ly, when  desired  weight  has  been  achieved, 
blood  lipid  studies  are  found  to  be  normal. 
Since  this  is  a carbohydrate-sensitive  disorder, 
dietary  management  also  includes  an  increase 
in  polyunsaturated  fats  at  the  expense  of  die- 


tary carbohydrates.  Clofibrate  and  nicotinic 
acid  have  also  been  used  with  varying  degrees 
of  success. 

The  Type  V appears  to  represent  a combina- 
tion of  Type  I and  IV.  It  is  treated  in  a 
manner  similar  to  both.  Abdominal  pain  can 
be  controlled  by  diet  low  in  fat  and  carbohy- 
drate and  clofibrate  may  help  some  of  these 
patients  by  further  lowering  their  plasma 
triglycerides. 

How,  and  Whom,  to  Screen? 

A significant  number  of  infants  display,  in 
their  umbilical  cord  blood,  a Type  II  lipopro- 
tein phenotype  pattern.  Because  of  this,  we 
suggest  screening  all  newborn  infants  by  a 
cholesterol  determination  to  be  followed  up 
by  a triglycerides  and  lipoprotein  electro- 
phoresis study  when  the  cholesterol  is  ele- 
vated. 

In  adults,  both  cholesterol  and  triglycerides 
determinations  should  be  made.  Where  eleva- 
tions of  either  fraction  are  noted,  lipoprotein 
electrophoresis  should  be  done.  Patients  over 
the  age  of  twenty  should  be  screened  in  this 
manner  at  the  time  of  routine  physical  exam- 
ination. Inclusion  of  these  tests  in  a routine 
admissions  battery  for  hospitalized  patients 
would  also  be  of  obvious  benefit  to  such  pa- 
tients. Whenever  a patient  is  found  to  have  a 
familial  type  of  hyperlipidemia,  all  members 
of  his  family  should  also  be  investigated  since 
other  cases  will  probably  be  discovered. 

The  test  may  also  be  done  as  a part  of  an 
ambulatory  periodic  health  screening  exami- 
nation as  performed  by  many  industries.  Oth- 
er indications  for  lipid  screening  tests  are  in 
patients  with  diseases  frequently  associated 
with  abnormalities  of  the  blood  lipids.  These 
include  diabetes  mellitus,  thyroid  dysfunction 
and  chronic  hepatic  diseases  among  others. 
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Something  New  In  Reproduction 


A new  test  for  predicting  ovulation  some  days 
in  advance  has  been  devised  by  Raymond 
Foster  and  William  Busse  of  Weston  Labora- 
tories. This  simple,  inexpensive  saliva  test 
promises  to  make  the  “rhythm  method”  real- 
ly work  at  last.  A woman  simply  places  a strip 
of  treated  paper  in  her  mouth  for  a few 
minutes  each  day.  When  it  turns  blue,  she 
must  abstain  from  sexual  relations  for  five  to 
seven  days. 

The  “rhythm  method”  of  sexual  continence 
during  fertile  periods  is  the  only  birth-control 
method  approved  by  the  Roman  Catholic 
Church,  and  as  such  is  the  only  means  of 
birth  control  fully  acceptable  to  millions.  Pre- 
vious difficulty  with  tests  to  identify  a wom- 
an’s fertile  period  was  that  by  the  time  posi- 
tive physical  signs  appeared,  ovulation  had 
already  taken  place.  The  test  will  not  be 
available  for  widespread  use  until  completion 
of  further  studies  and  approval  by  the  U.S. 
Food  and  Drug  Administration. 

A major  step  toward  the  reproduction  of 
mammals  outside  the  body  was  made  by  Dr. 
Yu-Chih  Hsu  of  the  Johns  Hopkins  Universi- 
ty School  of  Hygiene  and  Public  Health.  Dr. 
Hsu  grew  fertilized  mouse  eggs  in  the  labora- 
tory to  the  heart  beating  stage.  This  could 
lead  to  a better  understanding  of  the  critical 
stages  of  human  development  before  birth. 


Several  new  contraceptive  drugs  are  in  the 
development  stage.  The  “mini-pill”  would 
prevent  conception  by  stopping  the  sperm 
from  entering  the  uterus.  It  is  already  on  the 
market  in  some  countries  and  will  most  likely 
be  available  in  the  U.S.  within  the  year.  An- 
other method,  that  of  an  implantable,  sus- 
tained-release preparation,  probably  won’t  be 
ready  for  large-scale  trials  for  two  years.  The 
“morning-after  pill,”  of  the  synthetic  estro- 
gen, diethylstilbestrol  (DES)  is  not  ideal  for 
routine  use.  The  drug  has  been  accused  of 
precipitating  malignancies  and  nausea  is  a 
frequent  side  effect.  Progress  is  also  being 
made  on  making  sterilization  reversible  for 
both  men  and  women. 

The  storage  of  sperm  for  future  use  has  be- 
come a commercial  reality.  Nearly  70  women 
have  had  babies  by  means  of  artificial  insemi- 
nation with  thawed,  deepffrozen  semen.  A 
number  of  husbands  have  had  semen  samples 
frozen  and  stored  before  undergoing  steriliza- 
tion. 

Although  no  new  liberal  state  abortion  laws 
have  been  passed  this  year.  New  York’s  new 
law  has  had  strong  impact.  Both  maternal 
and  infant  mortality  has  dropped  since  the 
law  went  into  effect,  and  the  number  of  ille- 
gitimate births  decreased  for  the  first  time  in 
a decade. 
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Some  people  oppose  pollution- 
stopping measures  because  they  may 
increase  taxes. 

The  problems  of  pollution  can 
only  be  conquered  when  we,  as  citi- 
zens, recognize  that  it  costs  money  to 
tight  pollution. 

Support  government  efforts 
to  replace  open  dumps  with  sanitary 
landfills,  efficient  incinerators,  or  mod- 
ern recycling  facilities.  Urge  local 


officials  to  provide  adequate  litter  re-j 
ceptacles.  Encourage  community 
action  for  a new  sewage  treatment 
plant  if  it  is  needed.  Support  sensible  1 
ordinances  to  govern  installation  ofj 
commercial  and  industrial  signs. 

Find  out  what  else  vou,  as  a 
local  citizen,  can  do  to  fight  pollution, 
then  do  it. 
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Acute  hyperparathyroidism  leads  to  a 100  per  cent 
mortality  without  surgery.  With  removal  of  the 
adenoma,  this  patient  recovered. 


Hypercalcemic  Crisis 
in  Hyperparathyroidism* 

Report  of  a Case 


Edward  M.  Miller,  M.D.,  et  al. /Englewood 

Hypercalcemic  crisis  secondary  to  an  acutely 
hyperfunctioning  parathyroid  adenoma  is  a 
life-threatening  surgical  emergency.  It  merits 
prompt  recognition  and  swift  treatment.  We 
are  reporting  a recently  treated  case. 

A 43-year  old  nurse  was  admitted  to  the 
Englewood  Hospital  on  August  17,  1970,  be- 
cause of  severe  epigastric  pain,  nausea,  vomit- 
ing, and  obstinate  constipation.  She  had  had 
total  abdominal  hysterectomy  three  weeks 
previously  because  of  metrorrhagia  and  supra- 
pubic pain  of  three  months’  duration.  A 
uterus  containing  multiple  leiomyomas  was 
removed.  During  the  immediate  postopera- 
tive period,  she  complained  of  some  dysuria, 
nausea,  moderate  epigastric  pain,  as  well  as 
generalized  muscle  aches  and  left  lumbosacral 
pains.  Following  her  hospital  discharge  on 
August  4,  1970,  epigastric  distress  and  con- 
stipation progressed,  along  with  generalized 
weakness,  visual  blurring,  and  a severe  uni- 
lateral headache.  When  readmitted  she  was 
drowsy,  dehydrated,  and  lethargic.  Blood 
pressure  was  120/80,  pulse  was  64,  and  the 
temperature  98.2.  Examinations  of  the  fundi, 
neck,  heart,  and  lungs  were  within  normal 
limits.  The  abdomen  was  distended,  there 
was  mid-epigastric  tenderness,  and  bowel 
sounds  were  hypoactive.  Laboratory  examina- 
tions were  as  follows; 

Hemoglobin  12.4  Gm;  hematocrit  36.8  per  cent;  leuko- 


cytes 11,000  (normal  differential);  serum  sodium  129; 
potassium  2.9;  chloride  105;  carbon  dioxide  29;  pH 
7.41;  pCo2  45.  A serum  biochemical  profile  (SMA 
12/60)  revealed:  Calcium  16  mg;  inorganic  phosphorus 
2;  uric  acid  8;  cholesterol  210;  total  bilirubin  0.3; 
SCOT  25  units;  LDH  120  units;  alkaline  phosphatase 
105  units.  Electrocardiogram  was  normal. 

Roentgenograms  of  the  abdomen  suggested 
paralytic  ileus.  There  was  diffuse  calcifica- 
tion of  the  upper  pole  of  the  left  kidney. 
Roentgenograms  of  the  chest,  clavicle,  and 
hands  were  within  normal  limits. 

On  the  day  following  admission,  the  patient 
was  more  lethargic.  Abdominal  pain  and 
distention  had  increased,  and  a nasogastric 
tube  was  passed.  Intravenous  therapy  with 
potassium  supplements  was  instituted.  A re- 
peated serum  calcium  was  16.4  milligrams. 

The  third  day  after  readmission,  she  had 
persistent  abdominal  pain;  the  serum  amylase 
was  300  units,  and  the  lipase  24.  Because  of 
her  clinical  deterioration,  she  was  seen  in 
surgical  consultation  by  one  of  us  (E.M.M.). 
On  examination  of  the  neck,  a 2 centimeter, 
firm,  elliptical  mass  was  found  in  the  left 
paratracheal  area.  At  this  time,  serum  cal- 
cium was  18  and  the  phosphorus  was  one 
milligram. 

The  patient  was  promptly  brought  to  the 


* Coauthors  are  Henry  M.  Glover,  M.D.  and  Luis 
Nunez,  M.D.  This  work  is  from  the  Englewood 
Hospital  where  Dr.  Miller  is  Attending  Surgeon,  Dr. 
Glover  is  Attending  Pathologist,  and  Dr.  Nunez  is 
Resident  in  Surgery. 
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operating  room  in  a semi-stuporous  state. 
Under  general  anesthesia,  the  thyroid  area 
was  explored  through  a standard  collar  in- 
cision. There  was  an  elliptical  tumor,  4 by 
2 centimeters  in  size,  just  inferior  to  the  low- 
er pole  of  the  left  lobe  of  the  thyroid.  The 
tumor  was  yellowish-pink  in  color,  with  a 
smooth  surface.  It  was  not  adherent  to  the 
surrounding  tissue.  There  were  no  suspicious 
lymph  nodes.  Meticulous  examination  of  the 
thyroid  and  paratracheal  areas  revealed  no 
additional  tumors.  Three  parathyroid  glands 
were  identified.  The  tumor  was  carefully 
dissected  away  from  the  surrounding  tissue 
with  minimal  manipulation.  vascidar 

pedicle  extending  from  the  inferior  left  pole 
of  the  thyroid  to  the  tumor  was  ligated  and 
transected,  and  the  mass  was  extirpated. 

Pathological  Exam  mat  ion:  (by  Dr.  Henry 

Glover)  Sj^ecimen  consists  of  a circum- 
scribed, soft,  pale,  tan  mass  weighing  8 
Grams.  Sections  through  the  mass  reveal  a 
homogeneous,  soft,  pale,  tan  cut  surface, 
with  a central  irregular  zone  of  translucent 
degenerative  appearance  (see  Figure  1). 


Figure  I — raratlivroid  adenoma.  Seciioned  surface  show- 
ing centra!  degeueralion. 


Ili.slolo^ir:  .Sections  demonstrate  an  encapsulated, 

highly  vascidar,  densely  cellular  tumor  mass  com- 
prised juedomiuanth  of  rather  uniform  (although 
irregulath  enlarged)  chief  cells  of  parathyroid  type 
(see  l iguie  2)  . 1 he  cells  arc  arranged  in  irregular 

cords  and  dusters,  with  focal  formation  of  small 
acini,  cchuh  in  some  instances  contain  eosinophilic 
secretion  (see  1 igurc  ,S)  . Cell  cvtoplasm  shows  irregu- 
lar prominent  v.uuoli/ation,  and  the  nuclei  are  fairly 


Figure  2— Peripheral  ttimor  showing  characteristic  his- 
tologic pattern  of  parathyroid  adenoma  consisting  of 
irregfular  compact  tumor  cell  cords  and  clusters,  and 
some  true  acini  lined  by  vacuolated  cells. 


Figure  3— High  power  view  of  peripheral  tumor  show- 
ing uniform  small  benign-appearing  nuclei,  ab.sence 
of  mitostts,  and  abundant  focally  vaaiolated  cyto- 
plasma  of  chief  cells  arranged  in  distinct  clusters— note 
acinar  formation. 


Figtire  4— Central  degenerative  portion  of  tumor 
showing  isolated  residual  tumor  cell  clusters  in  edem- 
atous stroma. 


ttniform,  stiiall,  rotind.  and  linelv  grantilar.  No 
tnitotic  activity  is  seen.  1 he  central  portion  of  the 
mass  shows  prominent  stromal  cxlcma  separating  cell 
cords  and  cltisters  (see  Figure  4)  . L’nittvohed  nor- 
mal. parathyroid  tissue  is  seen  within  the  soft  tissue 
extrinsic  to  the  ttimor:  this  parathyroid  tissue  is 
comprised  of  somewhat  smaller,  but  otherwise  similar 
cells  and  contains  a moderate  amount  of  adipose 
stroma. 
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Posloperativ t‘ly,  attention  was  directed  to  the 
pancreatitis,  instituting  continuous  nasogas- 
tric suction,  prohanthine,  and  parenteral 
fluids  and  electrolytes.  On  the  first  post- 
operative day,  she  felt  weak,  but  was  more 
alert.  Serum  calcium  had  dropped  to  12.5 
milliliters,  the  amylase  to  240  units,  and  the 
lipase  to  12.5  units.  On  the  second  clay, 
there  was  marked  subjective  and  objective 
improvement.  Calcium  was  9.2,  phosphorus 
1.9,  and  the  lipase  3 units.  On  the  following 
day,  she  complained  of  diffuse  headache  and 
cramps  in  both  thighs.  Chvostek’s  sign  was 
positive  bilaterally.  Serum  calcium  now  was 
8.1  and  the  phosphorus  1.8.  Calcium  gluco- 
nate was  administered  intravenously  every 
eight  hours  and  Vitamin  D (50,000  units) 
was  given  twice  a day.  During  the  next  few 
days,  the  serum  calcium  dropped  to  a low  of 
7.8,  and  Chvostek’s  sign  continued  positive. 
Clinically,  the  patient  was  markedly  im- 
proved, alert,  with  no  abdominal  discomfort. 
She  was  discharged  two  weeks  after  admis- 
sion on  a regimen  of  oral  calcium  lactate 
and  Vitamin  D Supplementation.  .\t  the 
time  of  follow-up  (two  months  after  surgery) 
she  was  asymptomatic,  working  full-time, 
with  no  symjjtoms  of  pancreatic  insufficiency. 
The  serum  calcium  and  phosphorus  were 
then  normal. 

.A.cute  hyperparathyroidism  or  parathyroid 
crisis  presents  symptoms  secondary  to  calcium 
intoxication.  The  precipitating  factor  in 
acute  hypercalcemia  may  be  systemic  infec- 
tion, surgery,  anesthesia,  excessive  palpation 
of  the  neck,  hemorrhage  in  an  adenoma, 
prolonged  bed  rest,  or  dehydration.^- 
IS,  26  process  which  accelerates  the  libera- 
tion of  parathormone,  decreases  renal  func- 
tion, or  mobilizes  bone  calcium  may  produce 
a sudden  elevation  of  serum  calcium.  Symp- 
toms of  involvement  of  the  central  nervous 
system  are  almost  invariably  present;  lassi- 
tude, irritability,  confusion,  memory  loss,  de- 
creased mental  acuity,  somnolence,  stupor,  or 
coma.  There  may  be  gastrointestinal  symp- 
toms such  as  anorexia,  vomiting,  constipa- 
tion, and  abdominal  pain.  Urinary  symptoms 
such  as  polyuria  resulting  in  dehydration  are 
common.  Neuromuscular  involvement  may 


cause  backache,  weakness,  paresthesias,  and 
peripheral  neuralgia.  The  electrocardiogram 
may  show  shortening  of  the  QT  interval  and 
virtually  absent  ST  segments.  In  contrast  to 
chronic  hyperparathyroidism  (in  which  a 
palpable  tumor  is  rare),  about  40  per  cent  of 
patients  with  hypercalcemic  crisis  jiresent 
with  a palpable  cervical  mass.^®  Markedly 
elevated  serum  calcium  levels  occur  in  every 
case,  values  above  15  milligrams  being  the 
rule.  Serum  phosphorus  levels  are  usually 
low,  but  may  be  normal  or  high  depending 
on  the  presence  of  renal  insufficiency.  Hypo- 
kalemia is  frequent,  resulting  from  the  action 
of  parathormone  on  the  renal  tubules,  as 
well  as  from  vomiting.  Hypercalcemia  may 
act  on  the  myocardium  to  produce  cardiac 
arrhythmias^®  from  atrial  flutter  to  heart 
block.  Acute  pancreatitis  may  accompany 
hyperparathyroidism.  When  severe  pancrea- 
titis is  accompanied  by  an  elevated  serum 
calcium,  the  physician  should  think  of  an 
associated  hyperfunctioning  parathyroid  ade- 
noma. Careful  clinical  and  roentgenologic 
examination  will  rule  out  other  causes  of 
hypercalcemia  such  as  hypervitaminosis  D, 
milk-alkali  ingestion  syndrome,  multiple 
myeloma,  and  osseous  metastatic  disease. 

Toxic  hyperparathyroidism  with  rising  serum 
calcium  levels,  elevated  urea  nitrogen,  and 
decreasing  urinary  output  will  be  lethal 
without  operative  intervention.  The  latter 
signs,  together  with  clinical  deterioration  of 
the  patient  constitute  absolute  indications  for 
immediate  exploratory  surgery.®-  Since 
1923,  when  Dawson  and  Struthers®  first  re- 
ported a case  of  fatal  acute  hyperparathyroid- 
ism, there  have  been  about  100  published 
cases.  There  has  been  100  per  cent  mortality 
in  patients  with  acute  hyperparathyroidism 
who  did  not  undergo  surgery.^®  The  surgical 
mortality  rate  has  been  17  per  cent,  the 
deaths  occurring  in  those  who  were  moribund 
at  the  time  of  operation  or  in  those  in  whom 
there  was  an  undiagnosed  additional  ade- 
noma. 

Lemann  and  Donnatelli'^  have  reviewed  the 
medical  methods  of  attempting  to  decrease 
serum  calcium.  Measures  designed  to  remove 
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or  bind  serum  calcium  meet  with  little  success 
due  to  the  huge  stores  of  skeletal  calcium. 
Administration  of  sodium  sulfate,  sodium 
phosphate,  sodium  chlorhydrate,  hemo- 
dialysis, and  peritoneal  dialysis  have  all  been 
tried,®  with  generally  poor  results.®  Recent 
reports  have  demonstrated  that  administra- 
tion of  calcitonin  causes  rapid  inhibition  of 
bone  resorption.®’  Since 

the  announcement  of  the  synthesis  of  the  hu- 
man form  of  calcitonin,  it  may  be  possible  to 
administer  this  material  and  temporarily  ar- 
rest the  process,  allowing  time  for  better 
preparation  and  averting  urgent  surgery  in  a 
moribund  patient.  Until  the  preparation  of 
calcitonin  is  available  commercially,  emerg- 
ency surgery  will  be  required. 

Surgical  exploration  for  parathyroid  ade- 
nomas has  been  well  described  in  the  surgical 
literature.  It  is  imperative  to  exclude  the 
presence  of  multiple  adenomas  for  if  one  is 
retained  in  the  presence  of  hypercalcemic 
crisis,  death  will  ensue  in  the  majority  of 
cases. 

Removal  of  the  adenomatous  tissue  usually 
results  in  clinical  improvement  within  a few 
hours,  although  it  may  be  48  hours  before  a 


significant  drop  in  the  serum  calcium  is 
noted.  During  the  first  few  postoperative 
days,  periodic  examination  of  the  patient  for 
signs  of  tetany  along  with  serial  calcium  de- 
terminations will  point  out  the  frequent  need 
for  supplementary  intravenous  calcium  gluco- 
nate, followed  by  oral  calcium  lactate  and 
Vitamin  D.  Postoperative  shift  of  magnesium 
to  the  intercellular  compartment  can  result 
in  a drastic  drop  in  serum  magnesium  and  its 
attendant  severe  neurological  symptoms.  In- 
travenous magnesium  sulfate  is  administered 
as  needed. 

Summary 

A patient  with  hypercalcemic  crisis  secondary 
to  a parathyroid  adenoma  together  with 
acute  pancreatitis  has  been  presented.  Emer- 
gency exploration  of  the  neck  with  extirpa- 
tion of  a large  parathyroid  adenoma  was  per- 
formed. Convalescence  was  essentially  un- 
eventful. More  frequent  use  of  routine  serum 
biochemical  profiling  may  expose  more  cases 
of  undiagnosed  hyperparathyroidism,  pos- 
sibly averting  life-threatening  acute  hypercal- 
cemic crisis.'' 

A bibliographic  listing  of  28  citations  will  be  found 
in  the  authors’  reprints. 
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Health  Care  Systems  Design  Training  Program 


The  National  Center  for  Health  Services  Re- 
search and  Development  of  the  Department 
of  Health,  Education,  and  Welfare  has  re- 
cently awarded  the  Department  of  Industrial 
Engineering  at  the  University  of  Missouri  a 
training  grant  to  support  a Ph.D.  program  in 
health  care  systems  design.  A vital  feature  of 
the  program  is  the  unique  collaboration  be- 
tween the  University  School  of  Medicine  and 
the  College  of  Engineering.  The  program  em- 
phasizes industrial  engineering  analysis  tools, 
as  well  as  medical  diagnosis  and  treatment 
practice,  health  care  organization,  and  meth- 
ods of  health  care  systems  evaluation.  These 
areas  of  emphasis  are  applied  in  a series  of 


design  experiences.  The  program  culminates 
in  an  original  research  dissertation. 

A limited  number  of  openings  for  admission 
and  financial  support  are  available  to 
qualified  persons  with  medical,  paramedical, 
engineering,  and  science  backgrounds,  and 
who  have  a professional  commitment  to  re- 
search, design,  or  management  of  health  care 
systems.  Persons  with  a strong  quantitative 
background  who  are  interested  in  the  pro- 
gram may  write  for  more  information  to  H. 
Allan  Knappenberger  Ph.D.,  Department  of 
Industrial  Engineering,  University  of  Mis- 
souri, Columbia,  Missouri  65201. 
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The  pharmacologic  theory  of  affective  disorders  seems 
to  be  supported  by  this  experimental  study. 


Mood  Changes  During 
L-Dopa  Therapy 


Amechi  Anumonye,  M.D./Newark* 

The  bipolar  concept  in  catecliolamine  studies 
views  depression  and  mania  as  related  but 
opposite  states;  according  to  this  concept,  de- 
pression is  associated  with  decreased  and 
mania  with  increased  functional  norepi- 
nephrine at  central  adrenergic  nerve  endings. 

Indirect  evidence  supporting  the  theory  link- 
ing brain  serotonin  to  mood  disorder  in- 
clude: (a)  depressive  symptoms  result  from 
the  lowering  of  functional  brain  norepi- 
nei^hrine  by  reserpine;  (b)  the  diminution  of 
cerebral  dopamine  by  alpha-methyl-dopa 
leads  to  depressive  illness;  and  (c)  mono- 
amine oxidase  inhibitors  and  tricyclic  amines, 
both  anti-depressant  agents,  raise  functional 
brain  norepinephrine.^  Direct  evidence  sup- 
porting the  brain-serotonin  theory  of  depres- 
sion includes  the  transitory  euphoric  state 
associated  with  intravenous  administration  of 
L-Dopa.  Oral  L-Dopa  at  high  dosage  has 
been  reported  in  one  patient  to  reverse  a 
depressive  illness.®  While  evidence  does  sup- 
port the  effectiveness  of  L-Dopa  in  Parkin- 
son’s disease,  the  reported  side  effects  of 
large  dosages  include  psychic  manifestations 
as  hallucinations,  delusion,  nocturnal  illu- 
sions, and  vivid  dreaming,  as  well  as  a feel- 
ing of  well-being  and  relaxation.®-  ^ Some 
workers  have  observed,  with  high  dosages  of 
L-Dopa  injection,  hyperactivity  consistent 
with  an  euphoric  state.® 

In  this  study  we  have  re-examined  the  tem- 
poral relationship  of  mood  changes  to  oral 
L-Dopa  therapy  in  Parkinson’s  disease,  and 
evaluated  the  hypothesis  relating  the  action 
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of  L-Dopa  on  brain  norepinephrine  and  the 
affective  disorders. 

Three  patients  with  Parkinson’s  disease  were 
investigated  for  periods  ranging  from  71  to 
1 1 1 days  in  the  Hoffmann-La  Roche  Special 
Treatment  Unit  of  Martland  Hospital  in 
Newark  for  L-Dopa  metabolic  studies.  The 
regime  included:  (a)  the  physician’s  inter- 

view; (b)  recognized  structured  interview 
schedules;  and  (c)  the  analysis  of  case  rec- 
ords. In  addition,  (d)  the  Minnesota  Multi- 
phasic  Personality  Inventory  (MMPI)  was 
administerecl  on  admission  and  again  to  pa- 
tients 1 and  3 when  the  Parkinson’s  symp- 
toms had  been  adequately  controlled.  This 
information  was  processed  by  computers, 
courtesy  of  the  Roche  Psychiatric  Service  In- 
stitute.® Behavioral  data  were  collected  twice 
daily  (principally  by  the  nursing  staff)  using 
the  mood  rating  method  suggested  by  Bun- 
ney,  et  al.ff°  and  applying  manic  and  depres- 
sive scales  similar  to  those  of  Schwartz,  et  ald^ 

Meticulous  controls  of  the  drug  trials  were 
maintained  by  the  Hoffmann-LaRoche  Re- 
search Team.  For  30  days  before  the  L-Dopa 
was  administered,  patient  Number  Two  re- 
ceived trihexyphenidyl  (Lederle’s  brand, 
tradenamed  Artane®).  All  patients  were 
given  placebos  for  a week  or  more  before  we 
started  the  L-Dopa. 

Results 

Table  1 shows  characteristics  of  the  patients 

• The  author,  now  a faculty  member  of  the  College 
of  Medidne  of  the  University  of  Lagos  in  Nigeria, 
was  Director  of  Psychiatry  at  the  Martland  Hospital 
Unit  of  the  CMDNJ. 
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on  admission  and  at  time  of  satisfactory 
clinical  improvement  in  Parkinson’s  disease. 

Table  2 shows  the  temporal  relationship  of 
the  dosages  of  L-Dopa  to  the  mood  ratings 
and  to  the  symptoms  of  Parkinson’s  disease. 
Change  in  mood  rating  does  not  correspond 
strictly  to  the  improvement  in  physical  symp- 
toms. 


there  overt  disturbance  of  mood  needing 
therapy. 

Patient  Number  Two  (who  had  Artane®  for 
30  days)  offered  further  evidence  of  the  corre- 
lation betwen  behavioral  ratings  and  L-Dopa 
therapy.  Although  he  showed  features  of 
mild  depressive  illness  the  manic  rating  was 
not  appreciable  until  satisfactory  L-Dopa  was 


TABLE  1 

CHARACTERISTICS  OF  THREE  PATIENTS  INVESTIGATED  DURING  L-DOPA  THERAPY 


FOR  PARKINSON’S  DISEASE 

Patient 

1 

2 

3 

1.  Sex 

M 

M 

F 

2.  Age  (years) 

43 

53 

53 

3.  Duration  of  Parkinsonism 

3 yrs. 

4 yrs. 

4 yrs. 

4.  Length  of  Investigation 

Ill  days 

91  days 

17  days 

5.  Evaluation  (Psychiatric) 

Mild  depression 

Mild  depression 

No  illness 

6.  Initial  Automated  MMPI 

Depressive  with  episodic 
somatization  reaction 

Depressive  and 
somatization  reaction 
with  anxiety  overlay 

No  psychiatric  illness 

7.  Physical  State 

Improved 

Improved 

Improved 

8.  Final  MMPI 

Improvement  in 
depressive  symptoms 

Not  repeated 

No  change 

TABLE  2 

TEMPORAL  RELATIONSHIP  BETWEEN  DOSAGES  OF  L-DOPA,  SUBJECTH'E 
IMPROVEMENT  IN  PARKINSONIAN  SYMPTOMS  AND  THE  MOOD  RATINGS 


L-Dopa  (G/day)  1-2  2-3 

Subjective  Improvement  None  Doubtful 

Range  of  Mood  Ratings:  Depressive/Manic 
Patient  No.  1 1-4/1-5  0-1/0.5-1 

Patient  No.  2 0-1 /O-l  0/0-1 

Patient  No.  3 0.5-1.0/0.5-1.5  O-l/O-l 


In  figures  1,  2,  3,  are  shown  the  mood  changes 
associated  with  L-Dopa  medication.  Prior  to 
L-Dopa  medication,  patient  Number  One 
displayed  a combination  of  depressive  and 
manic  symptoms.  This  phenomenon  is  now 
commonly  recognized.  By  the  35  th  day  of 
continued  L-Dopa  administration  following 
a placebo,  the  depressive  components  of  the 
mood  had  completely  disappeared.  The  scores 
for  the  manic  components  remain  relatively 
low  and  unstable  as  the  dosage  increased 
fron?  2 to  4 Grams  per  day.  Between  4 and 
6.5  Grams  per  day  the  scores  had  become 
stable  with  occasional  spikes ; unrelated  to 
the  changes  in  dosages.  At  no  time  was 


3-4 

4-5 

5-6 

over  6 

Minimal 

Moderate 

Marked 

Marked 

0.5/1.0 

0/1-3 

0/1-2 

0/1-3 

0/0-1 

0/1-2 

0/0-1 

0/0-1 

0/0-1 

0/0-1. 5 

0/1-1.5 

0/1-1.5 

given.  The  manic  scores  became  stable  from 
the  range  of  2 to  3 Grams  per  day. 

Patient  Number  Three  did  not  show  any 
depressive  symptoms.  When  the  dose  of  L- 
Dopa  reached  3 Grams  per  day,  she  mani- 
fested significant  manic  symptoms  recordable 
on  the  behavioral  scales.  As  in  the  other  two 
cases  depressive  scores  were  completely  absent 
after  the  dosage  of  4 Grams  per  day. 

Discussion 

The  demonstration  of  mood  changes  (pre- 
dominantly manic  in  type)  in  phase  with 
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the  increase  in  the  dosage  of  L-Dopa  during  depressive  illness.  Our  hndings  do  not  sug- 

the  treatment  of  Parkinson’s  disease  is  not  as  gest  a clear-cut  casual  relationship  between 

easy  to  interpret  as  implied  by  Bunney,  et  al.^  mood  changes  and  the  doses  of  L-Dopa  only, 

who  studied  a patient  suffering  only  from  because  improvement  in  the  Parkinsonian 
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symptoms  would  ordinarily  affect  the  patient’s 
mood.  We  know^^  that  depressive  illness  with 
paranoid  ideation  is  a common  concomitant 
of  Parkinson’s  disease.  Some  authors  have 
assumed  that  the  depressive  symptoms  are 
purely  of  psychogenic  origin;  others,  for  this 
reason  have  suggested  routine  use  of  anti- 
depressants and  electroshock  therapy.  The 
absence  of  depression  in  Patient  Number 
Three  would  appear  to  contraindicate  the 
routine  use  of  anti-depressant  therapy.  We 
noted  a suppression  of  depressive  symptoms 
by  oral  administration  of  L-Dopa  at  the 
dosage  around  3 Grams  per  day  in  two  cases 
and  the  subsequent  sustaining  of  manic  scores 
in  all  three  cases  after  this  dose  had  been 
reached.  This  calls  to  question  the  views  of 
Pare  and  others^®  and  appears  to  support 
the  notion’'^  that  this  reaction  is  a dosage- 
related  biochemical  phenomenon.  Further 
support  is  also  lent  by  our  observations  that; 
(a)  there  were  no  manic  or  depressive  symp- 
toms during  the  use  of  Artane®  for  30  days 
in  Patient  Number  Two;  (b)  the  appearance 
of  significant  manic  symptoms  at  the  effective 
dose  of  L-Dopa  in  this  case;  and  (c)  the  lack 
of  increase  in  manic  scores  even  when  5 to  6 


Grams  of  L-Dopa  per  day  were  needed  to 
control  Parkinsonian  symptoms. 

Our  data  indicate  that  the  change  in  mood 
during  improvement  in  Parkinson’s  disease 
is  not  primarily  psychological.  The  effective 
dosage  for  controlling  Parkinsonian  symptoms 
is  higher  than  that  for  inducing  and  sus- 
taining a mood  change.  In  our  cases,  the 
dosage  for  mood  changes  is  not  the  same  for 
clinical  effects  in  Parkinson’s  disease  as  re- 
ported by  Bunney,  et  al.^  Our  findings  sup- 
port the  observation  by  Cotzias  and  co-work- 
ers^^  that  in  some  patients  the  improvement 
of  psychic  symptoms  “appeared  to  be  out  of 
phase  from  physical  improvement  induced 
by  L-Dopa.” 

Conclusion 

While  a cause-and-effect  relationship  has  not 
been  conclusively  established  this  study  pro- 
vides evidence  to  supjx>rt  the  serontonin 
theory  of  affective  disorders.  Our  results  sug- 
gest that  (a)  L-Dopa  at  high  oral  dosages 
can  reverse  depressive  symptoms,  confirming 
the  observation  of  Bunney  and  collaborators® 
and  contrary  to  the  observation  by  earlier 
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workers  using  small  doses;  (b)  oral  dosages 
of  L-Dopa  can  produce  central  excitation® 
similar  to  that  observed  in  animals;  and  (c) 
the  anti-depressant  property  is  probably  due 
to  the  rise  of  functional  brain  norepineph- 
rine. 

Our  study  deals  primarily  with  patients  suf- 
fering from  Parkinson’s  disease.  It  has,  how- 
ever, provided  further  data  on  the  behavioral 
correlates  of  the  oral  administration  of  L- 
Dopa  in  one  patient  without  affective  illness. 
Our  findings  contain  some  practical  implica- 
tions toward  the  therapeutic  value  of  L-Do]ra 
in  depressive  illness. 
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65  Bergen  Street 


Youth  In  Turmoil 


Yorith  in  Turmoil  is  the  name  of  a book  pub- 
lished by  the  U.  S.  Department  of  Health, 
Education,  and  Welfare.  The  text  places 
student  protests  and  similar  disturbances 
within  a broad  framework.  Protest  move- 
ments are  considered  from  the  perspectives 
of  youth  and  college  students  in  American 
society,  the  changing  position  of  youth,  and 
the  rise  of  a youth  subculture  which  includes 
cooperative  subcultures,  deviant  subcultures, 
and  rebellious  subcultures.  The  author  deals 
with  various  theories  of  student  protest  move- 
ments, and  in  the  last  chapter  discusses  “What 
Is  To  Be  Done?’’  This  book  is  part  of  the 
"Crime  And  Delincptency  Issues’’  monograph 
series,  sponsored  by  the  National  Institute  for 
Mental  Health.  It  provides  physicians, 
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clergymen,  university  personnel,  psychologists, 
criminologists,  sociologists,  and  others  con- 
cerned with  contemporary  social  phenomena 
with  in-depth  analyses  of  current  issues,  and 
sujjplies  insights  and  recommendations  use- 
ful in  the  development  of  approaches. 

In  addition  to  Youth  In  Turmoil  (|1.00), 
other  monographs  in  the  "Crime  And  De- 
lincpiency  Issues’’  series  are:  The  Functions  of 
the  Police  in  Modern  Society  (bbtf);  Perspec- 
tives on  Deterrence  (5.5(*);  and  Development 
and  Legal  Regulation  of  Coercive  Behavior 
Modification  Techniques  With  Offenders 
(45(‘).  Copies  are  available  from  the  Super- 
intendent of  Documents,  U.  S.  Government 
Printing  Office,  Washington,  D.  C.  20102. 
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PrO^SStG^  (chlorphentermine  hydrochloride) 
Caution:  Federal  law  prohibits  dispensing  without  prescrip* 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphenterrrrine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  ol 
100  and  1000  tablets. 

Full  inforination  is  available  on  request. 
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and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
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Available  in  250  and  500  mg  tablets; 
250  mg/5  ml  and  125  mg/5  ml  flavored 
granules  for  oral  suspension. 


Keeping  quality  up 


and  cost  down 


Here  is  a simple,  practical  pieseiitation  of  plastic  ear 
surgery  in  children. 


Reconstruction  of  the 
External  Ear  in  Children* 


Richard  B.  Bloomenstein,  M.D./Paterson 

The  external  ear  is  a unique  structure  of 
complex  design  which  is  rarely  noticed  unless 
it  is  deformed.  Such  a deformity  may  be  con- 
genital or  acquired.  Regardless  of  the  cause, 
the  emotional  effect  on  the  pediatric  patient 
of  such  an  obvious  facial  deformity  renders 
him  subject  to  ridicule  or,  at  best,  pity.  Early 
correction  of  the  deformity  in  childhood  pre- 
sents a challenging  surgical  exercise. 

Congenital  defects  of  the  external  ear  are 
understood  best  in  terms  of  their  develop- 
mental history.^'  * By  the  fifth  week  of  neo- 
natal life,  the  embryo  forms  six  tiny  eleva- 
tions, three  each  on  the  first  and  second 
branchial  arches.  With  coalescence  and  shift- 
ing of  these  mounds,  the  elements  of  the  ex- 
ternal ear  are  assembled.  The  mandibular 
arch  elements  move  forward  and  inferiorly 
while  the  hyoid  arch  elements  move  superior- 
ly and  dorsally.  Failure  of  the  foetal  ear  parts 
to  move  or  to  develop  fully  accounts  for  for- 
mation of  skin  tabs  and  sinus  tracts.  The 
latter  may  be  quite  extensive  and  should  be 
carefully  excised  at  an  early  opportunity  be- 
fore infection  and  secondary  fistulae  make 
treatment  more  difficult. 

Total  absence  of  the  ear^  or  (microtia)  oc- 
curs in  about  one  in  twenty  thousand  births.® 
The  ratio  is  six  to  one  for  unilateral  to  bi- 
lateral microtia.  This  condition  is  associated 
frequently  with  atresia  of  the  external  audi- 
tory canal,  facial  paresis  with  or  without 

*Read  before  the  Section  on  Plastic  and  Reconstructive 
Surgery,  205th  Annual  Meeting  of  The  Medical  Society 
of  New  Jersey,  Atlantic  City,  May  17,  1971. 


hemiatrophy  and  bony  hypoplasia,  and  mal- 
development  of  mid  ear  elements.  Recon- 
struction of  the  congenital  microtic  ear  is 
usually  undertaken,  beginning  at  age  four  or 
five.  By  this  time,  virtually  complete  growth 
of  the  contralateral  normal  ear  has  occurred 
and  it  may  be  used  as  a model.  Many  mate- 
rials have  been  used  and  others  are  still  being 
tried  to  provide  a skeletal  framework  for  the 
new  ear.  Fresh  maternal  or  preserved  car- 
tilage, cartilage  heterografts'*  (usually  ox), 
and  a variety  of  synthetic  alloplastic  substi- 
tutes® have  been  used.®’  ’’  The  most  popular 
support  material  today  is  the  patient’s  costal 
cartilage.  Tanzer’s  staged  procedure®  takes 
about  one  year  and  usually  produces  a rea- 
sonably good  ear.®  During  the  course  of 
these  procedures,  middle  ear  surgery  can  be 
performed  by  the  otologist  if  this  is  war- 
ranted. Many  surgeons*®  have  contributed 
refinements  to  the  various  steps  of  the  au- 
ricular reconstruction.  No  surgically-recon- 
structed ear  can  completely  duplicate  the 
smooth  intricate  undulations  of  a normal  ear, 
no  matter  how  well  executed.  A reconstructed 
ear  for  a child  and  for  most  adults  is  still 
preferred  to  a prosthetic  one,  however,  be- 
cause physically  and  psychologically  it  is  a 
part  of  the  patient. 

Protruding  ears  develop  due  to  a difference 
in  the  growth  rate  of  the  anatomical  ear  sub- 
divisions. The  net  effect  of  these  altered 
growth  patterns  is  the  production  of  a defi- 
cient antihelical  fold  with  a resultant  in- 
crease in  the  scaphaconchal  angle.  The  sub- 
jective impact  of  excessive  protrusion  of  the 
ears  from  the  side  of  the  head  is  amusement 
in  the  observer  and  self-consciousness  in  the 
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patient.  Even  a malformed  ear  is  less  ob- 
vious when  it  lies  closer  to  the  side  of  the 
head.  Early  attempts  to  attach  the  ear 
closer  to  the  skull  by  excision  of  skin  re- 
sulted, unfortunately,  in  obliteration  of  the 
postauricular  sulcus  and  an  unnatural  ap- 
pearance of  the  entire  ear  stuck  to  the  side  of 
the  head.  Most  plastic  surgeons®  now  use 
some  variety  of  procedure  to  score  or  excise 
fragments  of  the  cartilage  in  the  region  of 
the  concha  or  antihelical  ridge^^  or  to  bend 
the  ridge  or  reposition  it  with  buried  mat- 
tress sutures.'®  The  procedure  is  usually  done 
entirely  through  a hidden  postauricular  in- 
cision. .Anesthesia  is  general  intubation  in 
the  young  child  but  local  anesthesia  with 
sedation  is  feasible  in  a cooperative  teen- 
ager. The  postoperative  dressing  is  important 
and  utilizes  cotton  padding  packed  into  the 
interstices  of  the  ear  to  maintain  the  opera- 
tive reconstruction  and  prevent  the  accu- 
mulation of  serous  fluid  or  blood.  Eollow-up 
care  of  the  child  after  dressing  removal  re- 
quires further  care  often  with  wearing  of  a 
headband  at  night  for  several  months. 

Developmental  deformities  of  the  external 
ear  in  children  include  the  growth  of  neo- 
plasms. Benign  nevi  and  keloids  are  com- 
mon; malignant  ear  tumors  in  childhood  are 
rare.  Keloids,  which  may  occur  in  black  or 
white  patients,  usually  result  from  definite 
trauma  such  as  ear-piercing.  Correction  of 
a large  keloidal  deformity  may  involve  ex- 
tensive through  and  through  resection  and 
reconstruction  of  the  affected  part.  The  ad- 
junctive injection  of  Kenalog®  at  surgery 
seems  to  help  prevent  recurrence.  As  in  other 
ear  reconstructions,  pedicle  flaps  and  skin 
grafts  are  often  needed.  Such  procedures 
should  be  completed  during  early  childhood. 

Trauma  to  the  auricle  occurs  frequently  in 
children.  The  general  principles  of  early 
correction  apply  here  as  well.  Thorough 
evaluation  of  the  patient  will  determine  the 
priority  of  treatment  in  multiple  system  in- 
juries (e.g.,  intracerebral,  abdominal,  and 
so  on).  Such  evaluation  may  force  delay  of 
the  ear  or  other  facial  repair.  Accurate 
evaluation  of  the  viability  of  traumatic  partly- 


avulsed  flaps  may  be  quite  difficult  and  re- 
quire special  technics.'®  Minimal  debride- 
ment and  accurate  layered  repair  will  en- 
hance the  chances  for  maximum  tissue  sur- 
vival and  good  appearance  of  the  final  result. 
The  tendency  of  the  helical  rim  to  notch, 
and  for  exposed  cartilage  to  die  and  reab- 
sorb are  special  problems  requiring  gentle 
manipulation.  Secondary  revisions  of  trau- 
matic ear  deformities  can  greatly  improve  the 
final  result  but  cannot  replace  a properly- 
executed  primary  repair.'^  Principles  of 
traumatic  repair  apply  also  to  closure  of 
surgical  donor  site  defects  when,  for  example, 
the  surgeon  uses  one  ear  as  a source  of  com- 
posite grafts  to  reconstruct  defects  in  other 
facial  sites  (e.g.  the  nostril). 

Burns  of  the  external  ears  result  in  shrinkage 
and  contracture  deformities  of  cartilage  and 
skin  cover,  usually  of  the  helical  rim.  Early 
debridement  and  skin  coverage  during  treat- 
ment of  the  acute  burn  will  help  to  prevent 
progressive  cartilage  and  skin  loss  from  low- 
grade  infection  and  chondritis.  Secondary 
reconstructive  procedures  with  local  flaps 
and  skin  grafts  can  greatly  improve  the  late 
result  and  reduce  the  attendant  physical  and 
psychological  damage. 
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Are  We  a Nation  of  Drug  Users? 


A research  study  supported  by  HEW’s  Nation- 
al Institute  of  Mental  Health,  Health  Ser- 
vices, indicates  that  most  Americans  who  use 
psychotherapeutic  drugs  do  not  take  them  on 
a regular  or  long-term  basis.  Instead,  most 
persons  appear  to  be  relatively  conservative  in 
their  use  of  prescription  and  over-the-counter 
psychotherapeutic  drugs. 

The  finding  was  made  in  a survey  conducted 
in  San  Francisco  by  the  Family  Research  Cen- 
ter of  the  Langley  Porter  Neuropsychiatric 
Institute  and  the  Society  Research  Group  of 
George  Washington  University  in  Washing- 
ton, in  collaboration  with  the  Psychopharma- 
cology Branch  of  NIMH.  Results  are  reported 
in  the  November  1971  Archives  of  General 
Psychiatry  by  Glen  D.  Mellinger,  M.D., 
Mitchell  B.  Balter,  M.D.,  and  Dean  I.  Man- 
heimer. 

Studies  have  shown  widespread  acceptance 
and  use  of  tranquilizers,  antidepressants, 
stimulants,  sedatives,  and  barbiturates — 178 
million  prescriptions  were  filled  in  U.S.  drug- 
stores in  1967.  The  new  sampling  of  Ameri- 
can households  revealed  that  among  the  users 
— 45  per  cent  of  the  women  and  33  per  cent  of 
the  men  interviewed— about  one  in  five  had 
taken  drugs  on  a regular  daily  basis  for  six 
months  or  longer. 

.^n  important  issue  in  the  study  was  the  ex- 
tent to  which  persons  become  involved  in 
using  psychotherapeutic  drugs.  On  this  point, 
the  survey  showed  further  that  regular  long- 
term use  is  most  likely  to  occur  among  those 
who  obtain  their  prescription  drugs  from  a 


physician.  Prescription  drug  takers  tvho  use 
non-medical  sources  (relatives  and  friends) 
were  not  likely  to  use  the  drugs  regularly. 

Among  women,  prescription  stimulants  and 
minor  tranquilizers  rank  first,  with  13  per 
cent  use.  Stimulants  rank  first  among  men, 
with  8 per  cent  use.  However,  men  also  use 
minor  tranquilizers,  hypnotics,  over-the- 
counter  stimulants,  and  sleeping  pills.  Na- 
tionally, the  minor  tranquilizers  are  taken 
more  frequently  than  stimulants. 

Prescription  stimulants  are  clearly  the  most 
popular  drugs  for  persons  aged  18  to  29,  of 
either  sex.  Almost  one  out  of  four  respondents 
under  30  had  used  stimulants  on  at  least  one 
occasion  during  the  past  year.  The  proportion 
using  prescription  stimulants  drops  sharply 
among  older  persons,  particularly  men.  Men 
are  more  likely  to  use  non-medical  sources 
than  are  women. 

Ninety  per  cent  of  those  who  sought  weight 
control  or  relief  of  a somatic  problem,  such  as 
muscular  tension  or  a gastrointestinal  distur- 
bance, obtained  their  drug  from  a medical 
source.  Among  those  who  used  psychothera- 
peutic drugs  to  relax  or  help  reduce  tension, 
about  seven  in  ten  used  a medical  source. 
Half  of  the  people  tvho  used  drugs  for  sleep- 
ing problems  obtained  them  from  a physician. 
The  physician  is  generally  the  source  for 
weight  control  and  somatic  problems,  less 
likely  to  enter  the  picture  for  relief  of  tension 
or  sleeping  problems,  and  least  likely  to  be 
consulted  when  the  desired  action,  from  the 
user’s  view,  is  stimulation. 
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or  generations  my  family  has  insisted  on  Donnagel  -PG/'  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  chcirming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  ban<mas  that  1 never  worry  about  a slip  between  spoon  and  Lipp." 


ife/of 


/I'H'DOBINS 


I With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
'liarrheas;  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
iccompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
mpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
o promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
iemulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel'PG 

Donnagfl  with  •—^paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
(equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
60.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


i 


i 


Miilh  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  controi 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
tor  "coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin'  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hnurs) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

ROBITUSSIN  A-C® 

m 

• 

ROBITUSSIN-DM® 

m 

ROBITUSSIN-PE® 

9 

m 

COUGH  CALMERS® 

m 

Q 

Q 

A.  H.  Robins  Company. 
Richmond.  Virginia  23220 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


American  Fertility  Society. 


'Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


JTacA  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Sm|. 
Thyroid  Eit.(t/6(r.)  ..to me. 
GlutamicAcid  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit. ('/}  gr.)  ...30  mg. 

GlutamicAcid SO  mg. 

Thiamine  HCL  ....1...10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit. (t  gr.)  ....64  mg. 

GlutamicAcid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg 
Thyroid  Eat. (</4  gr.)  ...ISmg 
Ascorbic  Acid  (Vit.C)  .250  mg 
Thiamine  HCL  ........25  mg 

GlutamicAcid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  500. 


Cenlraifldieatiins;  Android  1$  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  iaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Wamlngt:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachy 
dizziness,  lethargy,  paresthesia,  sliin  eruptions,  loss  of  libido  m males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Preeaubans:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Advene  Reactions;  since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  In  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


e hypochplesteremic  effect  of  androsterone,  j Clin  Endocr  19:936, 
A3j:r.  .«■■■«,  I,.  ...  wi,  W.  Effects  of  l-thyroiine  and  liothyronine  on  spermatogenesis. 

J Urol  79:863.  1958.  6.  Osel,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  Uppincot^  Phila- 
delphia. 1955,  p.  1432.  7.  Wtrshub,  L P.  Sexual  Impotence  in  the  Male.  Thomas.  Springfield, 

Ml.,  1959,  pp.  79-99. 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street.  Los  Angeles,  California  90057 


QUICK  RELEASE 


GRADUAL  RELEASE 


For  Treatment  of. 

COLD  FEET  . \ 

LEG  CRAMPS  ^ TINNITUS 

discomfoMo^  standing 

WHEN  ASSOCIATE'o  WR 
IMPAIRED  PBmPHERA0:dl^pLATION 

ALSO 

ADMI  N I STRATI  OM  OF  ., 

■ ‘T-.:  t;  ' 


Write  lor  Literature  and  Samples 

(BRolVJJI  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angeles,  California  90057 


PDR 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps,  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons.  W.B  . Jr.  — Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen.  D.,  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14.  P.  1563. 


LIPO-NICIN 


NICOTINIC 

ACID 

THERAPY 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  OR  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 


Nicolinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCl  (B-1)  ..  25  mg 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCl  (B-6)..  10  mg 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000, 


NOT  TIMED 

UPO-NICtN^/250mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCl  (B-1)  . . 25  mg 
Riboflavin  (B-2)  2 mg 


Pyridoxine  HCl  (B-6)..  10  mg. 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100. 
500,  1000 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICINV300mg. 

Each  capsule  contains: 

Nicolinic  Acid 300  mg. 

Vitamin  C (Ascorbic  Acid).  150  mg 
Vita.  B1  (Thiamine  HCl)..  25  mg 
Vitamin  B2  (Riboflavin)  . . 2 mg. 

Pyridoxine  HCl  (B-6)  ...  10  mg 

DOSE:  1 to  2 capsules  daily 
AVAILABLE:  Bottle  of  100,  1000 
tn  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 fo  S hours 


The  medical  complications  of  alcoholism  combined 
with  malnutrition  can  lead  to  fatal  metabolic  disorder. 


Sudden  Death  and  Metabolic 
Derangement  in  Alcoholism 
with  Malnutrition* 


Michael  A.  Nevins,  M.D.  and 
Leonard  J.  Lyon,  M.D./Paramus 

A 35-year  old  woman  was  hospitalized  because 
of  weakness,  anorexia,  nausea,  and  dyspnea 
of  several  days’  duration.  She  had  lost  70 
pounds  in  the  preceding  eight  months  because 
of  heavy  alcohol  ingestion  plus  poor  nutri- 
tion. She  had  been  subsisting  largely  on  baby 
foods. 

She  had  been  hospitalized  six  months  pre- 
viously because  of  epigastric  pain  radiating 
to  the  back.  At  that  time  she  had  amen- 
orrhea and  gave  evidence  of  muscle  wast- 
ing and  hepatomegaly.  The  patient  improved 
and  was  discharged  on  multiple  vitamins. 

One  month  later  she  was  readmitted  with 
similar  complaints  of  epigastric  pain  and 
nausea.  Serum  amylase  was  normal  but  the  2 
hour  urinary  amylase  was  slightly  elevated 
to  278  Somogyi  units  (upper  limit  of  normal 
is  260).  Hematocrit  was  31  per  cent  and  urin- 
alysis revealed  one  plus  glycosuria,  pH  6, 
and  was  positive  for  barbiturates.  The  pa- 
tient signed  out  against  advice  after  three 
days  and  was  not  seen  again  until  the  present 
admission. 

At  this  time  the  patient  appeared  emaciated, 
but  not  grossly  dehydratecl.  Abdominal  pain 
was  neither  aggravated  nor  relieved  by  eat- 
ing. Vital  signs  were  normal  except  for  sinus 
tachycardia  of  128  and  deep  respirations  at 
a rate  of  28.  There  were  no  otlier  cardio- 
respiratory abnormalities.  Other  than  hepa- 


tomegaly (2  finger  breadths)  and  slight  epigas- 
tric tenderness,  the  physical  examination  was 
unrevealing.  Chest  x-ray  showed  a small  in- 
filtrate at  the  right  costophrenic  angle.  The 
remainder  of  the  lung  fields  was  clear  and 
there  was  no  cardiomegaly.  Electrocardiogram 
demonstrated  sinus  tachycardia  with  minor 
non-specific  ST  depressions  and  prolonged 
QT  interval  of  .38  seconds  (normal  for  rate 
is  .30  seconds). 


Laboratory  data  were  as  follows: 


Hours  after 
admission 

Na 

K 

Cl 

COj 

BSugar 

4 

131 

3.1 

105 

10.4 

88 

7 

136 

2.8 

111 

12.8 

212 

24 

133 

3.0 

102 

17 

110 

The  patient  was  given  intravenous  saline  and 
a total  of  222.5  mEq  of  sodium  bicarbonate 
and  120  mEq  of  potassium  chloride.  The 
serum  potassium  did  not  rise  to  greater  than 
the  original  value.  Thirty  hours  after  admis- 
sion and  shortly  after  being  checked  by  nurse 
(and  considered  stable)  she  suddenly  de- 
veloped cardiac  and  respiratory  arrest  and 
died. 

At  autopsy  she  ^veighed  only  90  pounds.  The 
heart  weighed  220  Grams  and  was  unremark- 
able except  for  a flabby  consistency'.  On 
micro.scopic  examination,  tliere  was  marked 
hydropic  vacuolar  degeneration  most  promi- 

•Tliis  work  is  from  the  Bergen  Pines  County  Hospit.il 
at  Paramus,  where  Dr.  Lyon  and  Dr.  Nevins  are  co- 
directors of  medical  education.  Coautliors  of  this  pa- 
per include  Julian  Joseph,  M.D.  and  Te  Hung  W’oo, 
M.D.,  who  are  Associate  Pathologist  and  Assistant 
Pathologist  at  that  hospital. 
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nent  in  the  subendocartlium.  Some  fibers 
were  enlarged  and  others  atrophic  and  some 
undergoing  myocytolysis.  The  pathologist 
reported  moderate  separation  of  fiber  groups 
consistent  with  interstitial  edema.  He  found 
focal  interstitial  scarring  moderately  severe 
particularly  in  the  subendocardium.  No 
active  inflammation  was  noted  although 
scattered  lymphocytes  and  plasma  cells  were 
observed  in  the  epicardium.  The  liver  was 
enlarged  and  weighed  1930  Grams.  There 
was  severe  fatty  metamorphosis.  Alcoholic 
hyaline  bodies  were  not  seen.  There  was 
occasional  canalicular  cholestasis.  Portal 
tracts  were  widened  with  septa  formation  and 
slight  inflammatory  cell  infiltration  predomi- 
nantly with  lymphocytes.  Microscopic  exami- 
nation of  the  pancreas  revealed  marked 
atrophy  of  the  parenchyma  with  fibrosis,  fo- 
cal chronic  inflammatory  cell  infiltration  and 
marked  autolysis.  The  remaining  islets  did 
not  show  significant  changes.  The  esophagus 
showed  dilatation  of  submucosal  veins. 

The  most  striking  abnormality  at  the  time  of 
admission  was  the  low  serum  bicarbonate.  In 
the  absence  of  any  clinical  evidence  of  respira- 
tory alkalosis,  this  was  presumed  to  be  due  to 
severe  metabolic  acidosis  although  confirma- 
tory arterial  studies  were  lacking.  There  was 
no  history  of  ingestion  of  acidifying  agents, 
laxatives,  or  prolonged  diarrhea.  The  initial 
impression  of  the  house  staff  was  diabetic 
acidosis  because  of  hyperglycemia,  ketosis,  and 
acidosis.  Disturbing  features,  however,  were 
the  absence  of  glucose  from  urine  despite  a 
blood  glucose  of  300  and  profound  acidosis 
in  the  face  of  relatively  mild  hyperglycemia. 
In  addition,  untreated  diabetic  acidosis  is 
ordinarily  associated  with  hyperkalemia.  In 
this  case  ketosis  could  be  attributable  to  mal- 
nutrition and  mild  carbohydrate  intolerance 
to  combined  hepatic  and  pancreatic  dysfunc- 
tion. 

Other  causes  of  metabolic  acidosis  were  con- 
sidered. The  low  blood-urea  nitrogen  prob- 
ably reflected  hepatic  disease  and/or  starva- 
tion and  excluded  uremia.  Although  lactic 
acidosis  can  result  from  prolonged  starvation,^ 
alcoholism,-  liver  disease,®  or  mild  diabetes. 


the  plasma  lactate  was  normal  and  there  was 
no  anion  gap  or  hyperuricemia.  The  ab- 
sence of  anion  gap  also  rules  against  diabetes, 
uremia,  and  salicylate  or  methanol  poisoning 
as  causes  of  acidosis.  Note  the  urine  pH  of 
6 in  the  presence  of  apparently  severe  acidosis. 
Although  the  patient  was  dehydrated  clini- 
cally, the  urine  specific  gravity  was  only  1.011. 
These  suggest  renal  tubular  acidifying  and 
concentrating  defects.  Furthermore,  the  ex- 
treme hypophosphatemia,  hypocalcemia,  and 
hypokalemia  (the  latter  refractory  to  replace- 
ment therapy)  were  distinctly  abnormal.  This 
combination  of  abnormalities  characterizes 
renal  tubular  acidosis.  Unfortunately,  urinary 
electrolytes  and  phosphorus  were  not  ob- 
tained to  confirm  this  presumption.  The 
fundamental  abnormality  in  renal  tubular 
acidosis  is  inability  of  the  distal  tubule  to 
maintain  a normal  maximum  hydrogen  ion 
gradient  and  to  reabsorb  bicarbonate.  The 
disorder  is  defined  by  the  functional  inability 
of  the  kidney  to  respond  to  the  stimulus  of 
exogenous  or  endogenous  acidosis  by  acidi- 
fying urine  to  a pH  of  5.0  or  less.  In  the 
presence  of  acidosis,  urine  pH  of  5.0  to  5.4 
indicates  relative  tubular  dysfunction  and  in 
our  patient  the  urine  pH  of  6.0  is  distinctly 
abnormal  considering  the  low  serum  bicar- 
bonate. Among  the  causes  of  renal  tubular 
dysfunction  are  alcoholism,^-  ® starvation®  and 
]X)tassium  loss.^ 

In  Laennec’s  cirrhosis  acidifying  defects  may 
be  more  common  than  generally  appreciated, 
and  acid-loading  often  reveals  defective  con- 
servation of  potassium  even  in  the  presence 
of  normal  aldosterone.'*  Patients  with  this  de- 
fect are  ])articularly  susceptible  to  the  de- 
velopment of  hepatic  coma  after  diuretics, 
jxjrtacaval  shunts,  or  gastrointestinal  bleed- 
ing. 

Hypokalemia  is  an  infrequent  metabolic  re- 
sult of  therapeutic  starvation  for  obesity  with 
a breakdown  of  electrolyte  homeostasis  due 
to  renal  tubidar  dysfunction  proposed  as  the 
cause.  Generally,  potassium  loss  tapers  off 
after  a few  days,  but  there  have  been  several 
case  reports®-  ® of  severe  hypokalemia  related 
to  starvation.  Similarly  hyjxrkalemia  due  to 
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laxative  abuse  or  diuretics®  has  been  de- 
scribed as  a cause  of  renal  tubular  acidosis 
and  of  hypophosphatemia^®  Hypophospha- 
temia secondary  to  renal  tubular  dysfunction 
has  also  been  described  in  patients  with  alco- 
holism and  liver  disease®  and  may  be  asso- 
ciated with  symptoms  of  weakness,  anorexia, 
and  malaise.”  In  addition,  phosphorus  de- 
pletion may  have  a profound  effect  on  red  cell 
glucose  utilization,  lactate  production  and 
hemoglobin-oxygen  affinity^®  so  its  deficiency 
may  have  had  an  important  influence  on  the 
metabolic  derangements  in  this  patient. 

The  mechanism  of  death  in  this  patient  was 
most  likely  cardiac  since  no  anatomic  explana- 
tion for  sudden  death  was  discovered  at  post- 
mortem examination.  Acidosis  and/or  elec- 
trolyte abnonnalities  are  well  known  causes 
of  cardiac  arrhythmias.  At  the  time  of  death 
the  carbon  dioxide  had  increased  to  17  mg 
per  cent.  Alkali  therapy  in  addition  to  in- 
sulin, presumably  drove  potassium  intra- 
cellularly,  altering  the  intracellular/extra- 
cellular gradient.  The  serum  fx>tassium  did 
not  increase  despite  replacement  therapy.  In 
this  setting,  another  possible  cause  of  ven- 
tricular arrhythmia  could  have  been  hypo- 
magnesemia, but  unfortunately,  this  was  not 
tested. 

Myocardial  disease  in  this  patient  is  not  sur- 
prising. Severe  potassium  depletion  alone 
may  cause  myocardial  changes.^®  Damage  to 
the  myocardium  by  ingestion  of  alcohol  in 
the  absence  of  malnutrition  is  similar  to  that 
associated  with  ischemia  and  anoxia,  as  well 
as  that  caused  by  deficiency  of  potassium  and 
magnesium. One  of  the  first  myocardial 
changes  in  alcoholic  cardiac  disease  is  the 
appearance  of  edema.  It  also  causes  fragmen- 
tation of  the  contractile  elements.  In  one  re- 
port fatal  ventricular  fibrillation  developed 
in  an  otherwise  healthy  20-year  old  girl  who 
had  been  on  a therapeutic  starvation  diet  for 
30  weeks.  In  that  case  there  was  no  demon- 
strable electrolytic  abnormality  nor  a history 
of  alcoholism  and  postmortem  examination’® 
revealed  gross  loss  and  fragmentation  of  myo- 
cardial fibrils. 


In  our  patient  a combination  of  factors  in- 
cluding starvation,  alcoholism,  and  electro- 
lyte inbalance  may  have  interacted  to  cause 
renal  tubular  dysfunction,  fatty  metamor- 
phosis of  the  liver  with  fibrosis,  chronic  pan- 
creatitis, and  myocardial  damage  (see  figure). 


It  is  impossible  to  single  out  one  abnormality 
as  the  most  decisive.  The  functional  results 
were  severe  metabolic  acidosis,  hypokalemia, 
hypophosphatemia,  mild  carbohydrate  intol- 
erance, and  death  presumably  from  cardiac 
arrhythmia.  This  case  exemplifies  the  com- 
plex interactions  of  multiple  end  organ  fail- 
ure and  metabolic  derangements  resulting 
from  alcoholism  and  malnutrition. 
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DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


It  would  be  ironical  if  in  seeking  lo  improve  our 
emergency  departments,  we  forget  the  indispensable 
nurse. 


Emergency  Department  Nurses 


Jack  R.  Karel,  M.D./Hillside* 

With  the  rapid  annual  increase  of  patients 
requesting  care  in  emergency  rooms,  it  is 
clear  that  nurses  in  emergency  departments 
must  have  knowledge,  skills,  and  greater  capa- 
bilities in  assisting  emergency  department 
physicians.  Accidents  on  the  highway,  at 
home,  at  work  and  at  play — suddenly,  violent- 
ly, and  without  warning — have  resulted  in 
disabling  injuries  ranging  from  partial  loss  of 
a finger  to  blindness  or  complete  crippling. 
These  injuries  are  now  taxing  the  emergency 
services  in  every  general  medical  and  surgical 
hospital  where  emergency  departments  exist. 
These  injuries  plus  the  greater  demand  for 
medical  treatment  of  non-emergency  ailments 
necessitate  a greater  specialization  of  nurses 
training  for  assignment  to  those  emergency 
departments. 

Just  as  these  emergency  department  physi- 
cians must  now  have  a greater  capability  to 
cope  with  the  varied  emergency  medical  and 
surgical  conditions,  so  must  the  assigned 
nurse  be  capable  of  performing  technical 
procedures  to  free  the  emergency  physician  to 
give  more  rapid  and  efficient  service.  A nurse 
assigned  to  emergency  departments  must  be 
emotionally  stable  enough  to  withstand  the 
onslaught  of  multiple  victims  of  disaster,  be 
able  to  work  rapidly,  and  be  capable  of 
procedures  that  heretofore  were  done  primar- 
ily by  interns,  residents,  or  practicing  physi- 
cians. The  following  technical  procedures 
should  be  taught  to  the  nurse  who  is  to  be 
assigned  to  an  emergency  department: 


1.  Intravenous  therapy— intracath  insertion 

2.  tVithdrawing  blood 

3.  Electrocardiogram— preparation  of  graph 

4.  Insertion  of  airw’ays— resuscitube 

5.  Manipulation  of  .Ambu  bag 

6.  Simple  splinting— temporary 

7.  Nasogastric  intubation 

8.  Stopping  of  hemorrhage— with  instruments  if  neces- 
sary 

9.  Emergency  care  of  eyes 

10.  Debridement  of  wounds  and  burns 

11.  Management  of  the  Thomas  leg  splint 

12.  Bandaging  of  all  types 

13.  Use  of  inhalation  therapy  in  emergency  situations, 
such  as  respirator  and  intermittent  positive  pres- 
sure breathing  equipment 

Training  programs  have  been  initiated  for 
emergency  department  physicians  throughout 
the  nation.  Programs  have  been  mandated  to 
train  ambulance  attendants  as  emergency 
medical  technicians.  Yet  there  notv  exists  a 
serious  void  for  training  of  emergency  depart- 
ment nurses. 

To  accomplish  specialized  training  for 
emergency  department  nurses,  nursing 
schools  throughout  the  nation  (and  all  gener- 
al hospitals)  must  develop  training  programs 
on  a continual  basis.  Medical  societies  and 
physicians  individually  should  cooperate  in 
their  development. 

• Doctor  Karel  is  Emergency  Department  Physician, 
Saint  Elizabeth  Hospital,  Elizabeth,  New  Jersey  and 
Chairman  of  the  Cxtmmittee  on  Emergency  Medical 
Care  of  1 he  Medical  Society  of  New  Jersey. 
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ciinical  management/ 
drug  abuse  crises 


Practicing  physicians  can  expect  to  be 
confronted  at  almost  any  time  with  a medical 
crisis  related  to  the  misuse  of  psychoactive 
drug  substances.  Increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
related  medical  crises  has  been  noted  during 
the  past  several  years. 

Although  much  information  on  this  subject 
has  been  disseminated,  the  need  for 
practical  advice  on  basicclinical  management 
of  these  crises  has  become  greater. 

Three  physicians,  each  of  whom  has  had 
extensive  practical  experience  in  dealing 
with  drug  abuse  problems,  have  created  a 
series  of  three-minute  audiotapes  detailing 
basic  medical  approaches  to  the  most 
frequently  encountered  drug  abuse  crises. 

Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
California,  and  Assistant  Clinical  Professor  of 
Toxicology,  University  of  California  Medical 
Center  at  San  Francisco. 

Dr.  William  Abruzzi  was  Medical  Director  of 
both  the  Woodstock  and  Powder  Ridge  Rock 
Festivals  and  is  currently  the  College 
Physician,  State  University  of  New  York  at 
New  Paltz,  New  York. 

Dr.  Edward  C.  Senay  is  the  Director  of 
Clinical  Research  for  the  Illinois  Drug  Abuse 
Program  and  Associate  Professor  of 
Psychiatry  at  the  University  of  Chicago 
School  of  Medicine,  Chicago,  Illinois. 

Their  taped  discussions  are  on  automatic 
telephone  equipment  for  utilization  at  all 
times.  The  opinions  given  regarding 
treatment  modalities  are  those  of  the 
physician  speaking. 

Amphetamines  Dr.  David  E.  Smith 

Hallucinogens  Dr.  William  Abruzzi 

Opiates  Dr.  Edward  C.  Senay 

For  further  information,  contact  your  Roche 
Representative  or  write: 

Department  of  Professional  Services 
CM/DAC 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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orrhythmio,  polpitotion.  and  Increased  blood  pressure.  One  published  report 
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Trustees'  Minutes 

December  19,  1971 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  December  19,  1971,  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  med- 
ical society.  A summary  of  significant  actions 
follows: 

SAMA  Medical  Education  and  Community 
Orientation  Project  . . . Agreed  to  endorse 
the  Medical  Education  and  Community  Ori- 
entation (MECO)  Project  developed  by  the 
Student  American  Medical  Association, 
which  places  pre-clinical  students  in  commu- 
nities for  summer  education  experiences  so  as 
to  expose  them  to  community  medicine  be- 
fore they  make  a decision  to  specialize,  thus 
enabling  them  to  be  more  knowledgeable 
about  their  eventual  type  of  practice  and 
their  geographic  location.  (This  program 
will  be  initiated  in  New  Jesery  during  the 
summer  of  1972.) 

. . . Directed  that  the  entire  matter  be 
referred  to  the  Committee  on  Medical  Educa- 
tion for  implementation. 

Use  of  Physical  Therapy  Modalities  by  Chiro- 
practors . . . Recorded  itself  as  unanimously 
affirming  the  letter  of  December  9,  1971,  ad- 
dressed by  the  Executive  Director  of  MSNJ  to 
the  Secretary  of  the  State  Board  of  Medical 
Examiners,  expressing  strong  opposition  to 
the  State  Board’s  proposed  rule,  published  in 
the  New  Jersey  Register,  Volume  3,  No.  12, 
December  9,  1971,  which  reads  as  follows: 

"Physical  therapy  measures  and  modalities  as  defined 
by  N.J.S.A.  45:9-37.1  (b)  may  be  utilized  by  a Chiro- 
practor provided  that  such  measures  and  modalities 
may  be  employed  only  in  preparing  a patient  for  and 
as  an  essential  aid  to  Chiropractic  manipulative 
therapy.  Physical  therapy  may  be  administered  at  the 
specific  direction  of  a Chiropractor  by  a Registered 
Physical  Therapist  provided  that  such  physical  ther- 


apy services  shall  be  limited  to  preparing  a patient 
for  and  as  an  essential  aid  to  Chiropractic  manipula- 
tive therapy.” 

. . . Directed  that  the  State  Board  of  Medical 
Examiners  be  informed  of  this  action  by 
official  communication  and  that  permission  to 
discuss  the  proposed  new  rule  at  the  next 
meeting  of  that  body  be  requested. 

. . . Directed  that  a copy  of  the  aforemen- 
tioned official  communication  to  the  Secre- 
tary of  the  State  Board  of  Medical  Examiners 
be  transmitted  to  the  Attorney  General,  and 
that  the  matter  be  brought  to  the  attention  of 
the  component  societies,  specialty  societies, 
and  the  Health  Insurance  Council  to  stimu- 
late them  to  register  similar  protests. 

Conference  on  Use  of  Health  Care  Sewices  . . . 
Authorized  the  Chairman  of  MSNJ’s  Coun- 
cil on  Medical  Services  (Louis  K.  Collins, 
M.D.)  to  attend  (with  expenses  paid)  the 
Conference  on  the  Efficient  Use  of  Health 
Care  Services  to  be  held  on  January  13  and 
14  in  Chicago.  The  conference  is  sponsored 
jointly  by  the  AMA  Council  on  Medical  Ser- 
vices, the  American  Hospital  Association,  the 
Blue  Cross  Association,  and  the  National  .As- 
sociation of  Blue  Shield  Plans. 

Congress  on  Medical  Education  . . . Author- 
ized the  Cliairman  of  the  Committee  on  Med- 
ical Education  (James  A.  Rogers,  M.D.)  to 
attend  the  68th  .Annual  Congress  on  Medical 
Education,  to  be  held  in  Chicago,  February  3 
to  6. 

Committee  on  Medical  Defense  and  Insur- 
ance . . . .Approxed  tlie  following  recommen- 
dations from  the  Committee  on  Medical  De- 
fense and  Insurance: 

(1)  If  a member  of  tlic  Society  lias  a total  of  six  or 
more  claims  filed  against  him  in  a five-year  period— 
which  are  determined  non-defensible  by  the  county 
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MRAC  and  involve  settlement  of  |1,000  or  more  re- 
spectively—such  member  shall  be  notified  that  he  will 
not  be  recommended  as  eligible  for  renewal  at  the 
anniversary  date  of  his  policy. 


(2)  That  when  a decision  to  settle  a case  has  been 
reached  by  a majority  of  75  per  cent  or  more  of  those 
present  at  the  Medical  Review  and  Advisory  Com- 
mittee meeting,  the  insured  physician  must  abide  by 
their  decision  and  give  his  full  cooperation— signing 
the  necessary  consent  form— or  forfeit  his  right  to 
future  coverage  in  the  MSNJ  program.  If  the  physi- 
cian continues  to  refuse  to  settle,  he  will  be  advised 
that  his  policy  is  not  renewable  at  the  next  anni- 
versary date,  provided  the  judgment  of  the  Com- 
mittee is  upheld  by  the  court  decision.  (Italics  indi- 
cates amendment  by  the  Board  of  Trustees.) 

Malpractice  Hearings  . . . Authorized  the 
Chairman  of  the  Committee  on  Medical  De- 
fense and  Insurance  (William  J.  D’Elia, 
M.D.)  and  Mr.  Joseph  A.  Britton  to  officially 
represent  MSNJ  at  the  DHEW  hearings  on 
malpractice  to  be  held  February  25  and  26  in 
New  York  City. 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOSY-Kin  Siu  Tam,  M.D.,  320  East 
North  Avenue,  Pittsburgh,  Pennsylvania  15212. 
South  China  Medical  College  1958.  Hospital.  Avail- 
able July  1972. 

Vilas  R.  Herekar,  M.D.,  37-20,  Apt.  5P,  83rd  Street, 
New  York  11372.  Grant  1964.  Group  or  partnership. 
Available. 

Bakula  1.  Desai,  M.D.,  40-39  Junction  Boulevard, 
Corona,  New  York  11368.  Baroda  (India)  1965. 
Institution.  Available. 

CARDIOLOGY -H.  Robert  Silverstein,  M.D.,  3B 
Powell,  Westover  Air  Force  Base,  Chicopee,  Massa- 
chusetts 01022.  Ohio  State  1965.  Board  certified. 
Group  or  institution,  administrative,  teaching. 
Available. 


CARDIO-THORACIC  SURGERY-F.  I.  Ehrenstein. 
M.D.,  U.  S.  Naval  Hospital  Memphis,  Millington, 
Tennessee  38053.  Istanbul  1962.  Board  certified. 
Partnership,  solo.  Available  March  1972. 

GASTROENTEROLOGY— Arthur  Tuch,  M.D.,  914  South 
Avenue,  Apt.  G6,  Secane,  Pennsylvania  19018.  NYU 
1965.  Board  eligible.  Partnership  or  group.  Available 
November  1972. 

Kambiz  Azmudeh,  M.D.,  700  Riddle  Road,  ^16, 
Cincinnati,  Ohio  45220.  Tehran  1964.  Board  eligible. 
Group  or  partnership.  Available  July  1972. 

GENERAL  PRACTICE-Michael  F.  O’Connor,  MJ>., 
15,520  Windmill  Pointe  Drive,  Grosse  Pointe  Park, 
Michigan  48230.  University  College,  Cork,  Ireland 
1970.  Solo.  Early  1972. 

R.  Jackson  Dykes,  M.D.,  Box  304,  Allenwood  08720. 
Baylor  1967.  Locum  Tenens.  Available  January  1972. 

INTERNAL  MEDICINE— Nicholas  A.  Cannarozzi,  M.D., 
1 Hemlock  Hill  Road,  Clinton,  Connecticut  06413. 
Hahnemann  1965.  Board  eligible.  Subspecialty, 
rheumatology.  Association,  partnership,  or  solo. 
Available  July  1972. 

Edward  J.  Feller,  M.D.,  4287-1  Wilmington  Drive, 
Andrews  AFB,  Washington,  D.C.  20331.  State 
University  of  New  York  1965.  Board  certified. 
Subspecialty  Gastroenterology.  Partnership,  group, 
or  hospital-based.  Available,  summer  of  1972. 

Yong  Hak  Park,  M.D.,  1130  Stadium  Avenue,  Bronx, 
New  York  10465.  Woo-Suk  University,  Seoul,  Korea. 
Sub-specialty,  cardiology.  Board  eligible.  Hospital 
or  group.  Available  January  1972. 

David  S.  Rosenthal,  M.D.,  4 Woodland  Street, 
Natick,  Massachusetts  01760.  NYU  1963.  Sub- 
specialty, endocrinology  and  nuclear  medicine. 
Board  certified.  Group  or  partnership.  Available 
July  1972. 

Robert  Schnitzler,  M.D.,  11  Fillat  Street,  Staten 
Island,  New  York  10314.  SUNY  at  Buffalo  1965. 
Board  certified.  Subspecialty,  cardiolog)'.  Group  or 
fulltime  hospital.  Available  July  1972. 

Stephen  M.  Druckman,  M.D.,  3910  Powelton  Avenue, 
Philadelphia,  Pennsylvania  19104.  Jefferson  1967. 
Board  eligible.  Subspecialty,  gastroenterology.  Part- 
nership or  group.  Available  July  1972. 

T.  N.  Paul,  M.D.,  2900  South  Lincoln  .Avenue,  North 
Riverside,  Illinois  60546.  Calcutta  Medical  1954. 
Board  eligible.  Subspecialty,  endocrinology.  Group, 
partnership,  or  institutional.  Available  July  1972. 

OBSTETRICS  AND  GYNECOLOGY-Vellore  Bhupathy, 
M.D.,  802  Gaston  Avenue,  Fairmont,  West  \’irginia 
26554.  Bangalore  (India)  1961.  Board  eligible. 
Group  partnership,  institution,  or  solo.  .Available. 

Shi-Han  Oh,  M.D.,  13-C  Concord  Cove  Apts., 
Havre  De  Grace,  Maryland  21078.  Seoul  Univeisity 
(Korea)  1960.  Board  eligible.  Group  or  partner- 
ship. Available  January  1972. 

OPTHALMOLOGY-John  H.  Park,  M.D.,  741  South 
Gunderson  Avenue,  Oak  Park,  Illinois  60304.  State 
University  of  New  York  1966.  Partnership  or  solo. 
Available  January  1972. 
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Frank  J.  Grady,  M.D.,  4800  Fort  Crockett  Boulevard, 
Galveston,  Texas  77550.  Yale  1965.  Board  certified. 
Solo  or  join  retiring  ophthalmologist.  Available 
March  1972. 

J.  Louis  Pecora,  M.D.,  18  Tilton  Avenue,  Kittery, 
Maine  03904.  Downstate  Medical  Center  1967.  Board 
eligible.  Association  or  solo.  Available  July  1972. 

Barry  F.  Bader,  M.D.,  U.S.  Quarantine  Station,  1365 
Bay  Street,  Staten  Island,  New  York  10305.  New  York 
Medical  1967.  Board  eligible.  Group,  partnership,  or 
association.  Available  July  1972. 

Kenette  Kay  Sohiner,  M.D.,  Apt.  209,  Knight  House, 
Cooperstown,  University  of  Kentucky,  Lexington, 
Kentucky  40506.  University  of  Kentucky  1968.  Board 
eligible.  Group,  partnership,  or  solo.  Available 
July  1972. 

Ronald  C.  Moore,  M.D.,  13  West  Kinney  Avenue, 
Mount  Pocono,  Pennsylvania  18344.  Jefferson  1919. 
Board  eligible.  Group  or  partnership.  Available 
February  1972. 

Gilbert  B.  Sussman,  M.D.,  16  Hopkins  Road,  Liver- 
pool, New  York  13088.  Downstate  Medical  Center 
1967.  Group,  partnership,  or  association.  Available 
July  1972. 

ORTHOPEDIC  SURGERY -Jalal  Sadrieh,  M.D.,  430 

East  67th  Street,  New  York  10021.  Pahlavi  (Iran) 
1962.  Board  eligible.  Solo,  partnership,  or  group. 
Available  January  1972. 

H.  Vossoughi,  M.D.,  20  Hobart  Street,  Welch,  West 
Virginia  24801.  Tehran  (Iran)  1961.  Board  eligible. 
Solo  or  partnership.  Available. 

PATHOLOGY— John  S.  Weinstein,  M.D.,  123  York 
Street,  Apt.  11-D,  New  Haven,  Connecticut,  New 
Jersey  College  of  Medicine  1966.  Board  eligible. 
Any  type  of  practice.  Available  July  1972. 

Joseph  W.  Placer,  M.D.,  130th  Station  Hospital, 
APO,  New  York  09102,  New  York  Medical  1964. 
Board  certified.  Group,  partnership,  or  institution. 
Available  September  1972. 

PEDIATRICS-Kalavathi  Bhupathy,  M.D.,  802  Gaston 
Avenue,  Fairmont,  West  Virginia  26554.  Bangalore 
(India)  1961.  Board  certified.  Group,  partnership, 
clinic,  or  institution.  Available. 

Nevin  Esenler,  M.D.,  601  Roxbury  Court,  Apt.  3, 
Oregon,  Ohio  43616.  Ankara  (Turkey)  1956.  Group 
or  partnership.  Available  July  1972. 

Sanford  S.  Epstein,  M.D.,  621  Empire  Boulevard. 
Brooklyn,  .New  York  11213.  University  of  Bologna 
1965.  Board  eligilrle.  Group,  partnership,  or  associa- 
tion. Available  July  1972. 

Noel  M.  Wiederhorn,  M.D.,  42-10  Golden  Street, 
Flushing,  New  York  11355.  New  York  Medical  1969. 
Board  eligible,  (iroup  or  iiartner.  .Available  )ulv 
1972  ' ' 

RADIOLOGY-R.  D.  Kattan,  M.D.,  14-A  Pitman  Street, 
•Somerville,  Massachusetts  02143.  Baghdad  1955. 
Board  certified.  Institution,  hospital,  partnership,  or 
group.  Available. 

SURGERY— Sun  Jiang  Guo.  M.D.,  Western  Massa- 
chusetts Hospital,  91  East  Mountain  Road,  West- 
field,  Massachusetts  01085.  Taiwan  University  1964. 
Board  eligible.  Associate  or  hos[)ital-ba.sed.  Avail- 
able July  1972. 


Charles  P.  Carroll,  M.D.,  5011  Caryn  Court,  Apt. 
303,  Alexandria,  Virginia  22312.  New  York  Uni- 
versity 1965.  Board  eligjible.  Available  July  1972. 

Krishna  K.  Vadlamudi,  M.D.,  350  West  51st  Street, 
Apt.  11-B,  New  York,  10019.  Wuerzburg  (Germany) 
1965.  Board  eligible.  Group,  partnership,  or  solo. 
Available  July  1972. 

Mohammad  Zafrullah,  M.D.,  600  West  End 

Avenue,  New  York  10024.  King  Edward  (Pakistan) 

1960.  Group,  partnership,  solo,  or  hospital.  Avail- 
able. 

P.  Shinghal,  M.D.,  115  Town  Square  Drive,  New- 
port News,  Virginia  23607.  Indore  Medical  (India) 

1961.  Board  eligible.  Group  or  partnership.  Avail- 
able. 

John  M.  Parsons,  M.D.,  215A  84th  Street,  Virginia 
Beach,  Virginia  23451.  Jefferson  1964.  Board  certified. 
Partnership  or  group.  Available  July  1972. 

C.  R.  Chatterjee,  M.D.,  Department  of  Urology,  I di- 
versity of  North  Carolina  Medical  Center,  Chapel 
Hill,  North  Carolina  27514.  University  of  Calcutta 
1958.  Board  certified.  Subspecialty,  urology.  Partner- 
ship or  association.  Available  July  1972. 

N.  V.  Dandekar,  M.D.,  10  Autumn  Street,  #17, 
Boston,  Massachusetts  02215.  G.  S.  Medical  (India) 
1958.  Board  certified.  Subspecialty,  thoracic  surgery. 
Group,  partnership,  hospital. 

UROLOGY— A.  Turhan  Ilkay,  M.D.,  22  Fairhaven 
Boulevard,  Woodbury,  New  York  11797  Istanbul 
(Turkey)  1951.  Board  eligible.  Any  type  of  prac- 
tice. Available. 

N.  R.  Amin,  M.D.,  2250  South  17th  Avenue,  North 
Riverside,  Illinois  60546.  B.  J.  Medical  College  (In- 
dia) 1961.  Group  or  institution.  .Available  February 
1972. 

VASCULAR  SURGERY— Norman  M.  Finkelstein,  MD., 
7530  Brompton  Road,  Apt.  795,  Houston,  Texas 
77025.  Columbia  1965.  Board  eligible.  Group  or 
partnership.  Available  July  1972. 


New  Drug  Testing  Legislation 

S-28I2  has  been  introduced  in  the  U.S.  Senate 
by  Gaylord  Nelson  (D)  Wisconsin.  In  addi- 
tion to  calling  for  the  establishment  of  a fed- 
eral drug  testing  center,  which  would  take 
drug  testing  out  of  the  hands  of  the  inantifac- 
turer  and  place  it  in  the  U.S.  Food  and  Drug 
Administration,  the  Nelson  bill  woidd,  among 
other  things; 

— Provide  for  the  publication  of  a government 
compendium  which  would  list  all  drugs  avail- 
able in  the  United  States  by  both  generic  and 
brand  name  and  include  iudicatious,  side 
effects,  available  dosages,  cost,  and  other  in- 
formation. 
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— Establish  a committee  which  would  compile 
a formulary  of  drugs  necessary  for  “good  med- 
ical practice”  which  would  be  reimbursable 
under  all  government  financed  programs. 

— Prohibit  the  distribution  of  sample  drugs 
without  the  written  request  of  the  physician. 

— Require  prescriptions  to  be  labeled  with  the 
generic  name  of  the  drug,  all  active  ingredi- 
ents, and  appropriate  “warning”  about  poten- 
tially dangerous  ingredients. 

— Require  that  all  prescription  drug  advertise- 
ments be  precleared  by  the  FDA.  Advertise- 
ments presently  are  based  on  information  in- 
cluded in  the  package  insert,  which  must  have 
FDA  approval. 

Communicable  Diseases 
in  New  Jersey 


The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  December  1971: 


Aseptic  meningitis 

1970 

December 

13 

1971 

December 

13 

Primary  encephalitis 

2 

3 

Hepatitis:  Total 

363 

310 

Infectious 

283 

228 

Serum 

80 

82 

Malaria:  Total 

12 

2 

Military 

12 

2 

Civilian 

Meningococcal  meningitis 

15 

1 

Mumps 

420 

32 

German  measles 

13 

29 

Measles 

4 

69 

Salmonella 

104 

104 

Shigella 

35 

57 

Smallpox  Requirements 
for  Foreign  Travel 

Recent  changes  in  smallpox  vaccination  rec- 
ommendations have  resulted  in  confusion 
about  vaccination  for  foreign  travel. 

Valid  vaccination  certificates  are  required  for 
re-entry  into  the  United  States  only  for  those 
citizens  who  had  traveled  in  smallpox  endem- 
ic areas  within  the  previous  14  days.  At 
present,  smallpox  endemic  areas  include: 


Afars  & Issas  (Africa),  Afghanistan,  Ethiopia, 
India,  Indonesia,  Nepal,  West  Pakistan,  and 
Sudan.  If  citizens  have  traveled  in  these  areas 
within  the  previous  14  days,  and  do  not  pos- 
sess valid  smallpox  certificates,  they  will  not 
be  allowed  to  pass  through  United  States  cus- 
toms; instead  they  will  be  placed  under  daily 
surveillance  by  the  State  and  local  health  de- 
partments for  14  days. 

The  U.S.  Public  Health  Service  advises  that 
U.S.  citizens  traveling  to  Brazil,  any  country 
in  Africa,  or  any  country  in  Southeast  Asia 
should  be  vaccinated  for  their  own  protec- 
tion. 

Smallpox  vaccination  requirements  of  foreign 
countries  were  not  changed  as  a consequence 
of  changes  in  the  U.S.  Smallpox  vaccination 
requirements  for  foreign  countries  vary  widely 
and  may  depend  on  the  sequence  of  countries 
visited.  Therefore,  if  the  traveler  has  any 
questions  he  should  contact  consulates  of  the 
countries  which  he  plans  to  visit  or  the  U.S. 
Quarantine  Station  in  New  York  (212-727- 
2330). 


Widows  and  Orphans  Society 

Support  the  Society  for  Relief  of  Widows 
and  Orphans  of  Medical  Men  of  New 
Jersey.  Write  to  P.O.  Box  95,  Belleville, 
New  Jersey,  for  information. 


AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  held  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 
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Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 

aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients . . . 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK.  N.Y.  10016 


Now!, Quick,  Easy-to-Use  , 

Medical  Socioeconomic  Index  ^ 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AM  A review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below: 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


I enclose  $20.00*  for  12  monthly  48-page 
MEDICAL  SOCIOECONOMIC  RESEARCH 
SOURCES  and  a year-end  Cumulative  Index 


Name  of  Individual 


Organization  

Address 

City/State/Zip 

(payment  must  accompany  order) 
*$25.00  Outside  U.S.,  U.S.  Poss.,  Canada.  Mexico. 


Current  Status  of  the 
"Physician's  Assistant" 

The  variety  o£  names  used  to  identify  gradu- 
ates of  experimental  educational  programs  for 
new  assistants  to  the  physician  partially  illus- 
trates the  diversity  in  this  field — Clinical  Asso- 
ciate, Medex,  Physician’s  Assistant,  Communi- 
ty Health  Medic,  and  Medical  Services  Assis- 
tant to  name  but  a few.  These  and  other  pro- 
grams vary  in  their  length  of  training  and 
their  requirements  for  entrance.  Some  pro- 
grams are  designed  to  utilize  the  background 
of  former  military  corpsmen  and  some  recruit 
people  with  various  backgrounds  in  the 
health  field.  Still  other  programs  are  designed 
to  offer  additional  training  to  the  nurse. 
These  diverse  efforts  begun  by  various  educa- 
tional institutions  are  producing  many  differ- 
ent kinds  of  “physician’s  assistants’’  to  func- 
tion at  different  levels  of  responsibility  across 
a wide  range  of  medical  fields. 

The  American  Medical  Association  strongly 
supports  the  concept  of  innovation  and  exper- 
imentation in  utilizing  health  manpower. 
However,  as  the  principal  agency  responsible 
for  accreditation  of  allied  medical  education, 
it  is  one  of  the  AMA’s  primary  responsibilities 
to  identify  the  need  for  additional  categories 
of  health  manpower — specifically,  what  new 
tasks  should  be  performed  in  a new  occupa- 
tion, and  to  what  extent  new  categories  of 
health  personnel  will  be  employed  and  ac- 
cepted. The  AMA  has  recommended  the  fol- 
lowing working  definition  of  the  term  “physi- 
cian’s assistant’’  or  any  other  term  that  indi- 
cates a new  health  occupation  with  qualifica- 
tions other  than  those  of  a licensed  physician 
working  in  the  caj)acity  of  an  assistant  to  such 
a physician: 

"The  physician’s  assistant  is  a skilled  person  qualified 
by  academic  and  practical  training  to  provide  patient 
services  under  the  supervision  and  direction  of  a 
licensed  physician  who  is  responsible  for  the  per- 
formance of  that  assistant.’’ 

There  is  strong  preference  within  organized 
medicine  for  the  term  “physician’s  assistant’’ 


as  opposed  to  “physician’s  associate,’’  since  use 
of  the  latter  term  commonly  implies  another 
physician  and  is,  therefore,  confusing. 

Specific  job  descriptions  listing  potential  func- 
tions and  responsibilities  for  personnel  de- 
veloped to  assist  the  orthopedic  surgeon,  urol- 
ogist, and  internist  and  family  physician  have 
been  endorsed  by  representatives  of  the  ap- 
propriate medical  specialty  organizations. 

The  legal  status  of  “physician’s  assistants”  has 
been  defined  by  a number  of  state  legislatures. 
Two  regulatory  mechanisms  for  “PA’s”  have 
been  proposed  or  enacted.  Both  vest  authority 
in  the  State  Board  of  Medical  Examiners,  or 
similar  state  agency,  to  regulate  “physician’s 
assistants”  or  classes  of  non-licensed  allied 
health  personnel  trained  to  perform  services 
in  a dependent  relationshij)  to  physicians. 
One  mechanism  provides  an  exception  to  the 
state’s  Medical  Practice  Act  that  codified  the 
physician’s  legal  right  to  delegate  routine  pa- 
tient-care functions  to  qualified  non- 
physicians. The  fol'lowing  states  have  enacted 
such  exceptions:  Arizona,  Arkansas,  Colorado, 
Connecticut,  Delaware,  Florida,  Kansas,  Okla- 
homa, and  Utah.  Legislation  has  been  enacted 
in  other  states  to  authorize  the  State  Board  of 
Medical  Examiners  to  approve  training  pro- 
grams for  “physician’s  assistants”  and  approve 
a physician’s  use  of  no  more  than  two  gradu- 
ates of  such  programs:  California,  Indiana, 
Iowa,  Florida,  Kansas,  New  Hampshire,  New 
York,  Oregon,  and  Washington.  Comjiarable 
legislative  proposals  were  j>ending  in  1971  in 
Alabama,  Alaska,  Illinois,  Maryland,  Michi- 
gan, Minnesota,  Nebraska,  North  Carolina, 
Ohio,  Pennsylvania,  Tennessee,  ^Vest  Virgin- 
ia, and  ^Visconsin. 

It  is  antici|)ated  that  standards  for  their  edu- 
cation will  l)c  established  by  the  .\M.V  Coun- 
cil on  Medical  Education.  The  AMA  Council 
on  Health  Manpower  is  cunently  studying  a 
proj)osal  for  establishment  of  a national  pro- 
gram lor  the  certification  of  assistants  to  the 
primary  care  physic  ian. 
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ANNOUNCEMENTS 


Drug  Abuse  Symposium 

Under  the  heading  of  “Bold  New  Approaches 
to  the  Drug  Abuse  Problem,”  a seminar  has 
been  scheduled  for  Wednesday,  February  9, 
at  the  Holiday  Inn,  Route  1,  in  New  Bruns- 
wick. Keynote  speaker  will  be  Herbert  J. 
Stern,  U.S.  Attorney  for  New  Jersey.  Speakers 
include  representatives  of  the  State  Health 
Department,  State  Department  of  Education, 
and  the  office  of  New  Jersey’s  Attorney  Gen- 
eral. William  Furst,  M.D.,  will  discuss  the 
drug  problem  among  young  people. 

The  program  starts  at  9:30  a.m.  and  should 
be  over  by  4 p.m.  Sponsors  of  this  symposium 
include  our  State  Departments  of  Health, 
Law,  and  Education,  the  New  Jersey  Associa- 
tion for  Mental  Health,  our  State’s  Pscyho- 
logical  Association,  and  the  New  Jersey  Bar 
Association.  For  reservations  and  additional 
information,  write  to  Dr.  Sylvia  Herz,  220 
Tillou  Road,  South  Orange,  New  Jersey 
07079. 

Academy  of  Family  Physicians 

The  New  Jersey  Academy  of  Family  Physi- 
cians will  hold  its  annual  convention  and 
scientific  program  March  5 to  8 at  the  Host 
Farms,  Lancaster,  Pennsylvania.  The  scientific 
sessions,  featuring  outstanding  sjrecialists  in 
surgery,  rehabilitation,  and  counseling,  carry 
12  AAFP  credit  hours. 

Planned  social  programs  are  included  in  the 
four-day  meeting.  There  will  be  special  daily 
events  for  wives.  Additional  information  is 
available  from  NJ.<\FP,  144  Harrison  Street, 
East  Orange,  New  Jersey  07018. 

Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
announces  the  following  programs  for  March, 
in  its  series,  “Clinical  Application  of  Basic 


Sciences.”  AAEP  will  credit  one  and  a halt 
points  per  .session. 

March  9 Family  Life  Problems  in  Medicine 
March  16  Geriatric  Psychiatry 
March  23  Alcohol:  The  Unglamorous  Addiction 
March  30  Descent  into  Hell 

All  presentations  are  held  in  the  T.  J.  Sum- 
mey  Building  of  the  hospital  and  begin 
promptly  at  3:30  p.m.  For  further  informa- 
tion, please  contact  the  Burlington  County 
Memorial  Hospital,  175  Madison  Avenue, 
Mount  Holly  08060. 

Trauma  Course— May  1972 

A graduate  course  on  “Fractures  and  Other 
Trauma”  will  be  presented  May  10  to  13, 
1972,  at  the  Sheraton-Chicago  Hotel,  Chicago, 
by  the  local  Committee  on  Trauma  of  the 
American  College  of  Surgeons.  A star- 
studded  faculty  will  be  headed  by  Walter  P. 
Blount,  M.D.,  Emeritus  Professor  of  Ortho- 
pedic Surgery,  Medical  School  of  Wisconsin. 
He  is  a past  president  of  the  American 
Academy  of  Orthopaedic  Surgeons  and  author 
of  “Fractures  in  Children,”  of  which  a new 
edition  is  about  to  be  released. 

The  program  is  for  all  who  care  for  injured 
patients  and  is  acceptable  for  28  elective  hours 
by  the  American  Academy  of  Family  Practice. 
The  material  is  pertinent  to  general  surgery, 
orthopedics,  thoracic  surgery,  maxillofacial 
surgery,  plastic  surgery,  and  hand  surgery.  A 
special  panel  on  the  delivery  of  emergency 
medical  care  will  be  moderated  by  George 
Anast.  .Another  on  thermal  injuries  will  be 
led  by  Dr.  John  A.  Boswick. 

To  register,  send  .'ll  125  to  the  .American  Col- 
lege of  Surgeons,  55  East  Erie  Street,  Chicago. 
Eor  interns,  residents,  and  allied  health  per- 
sonnel, registration  is  $30.  Covered  in  this 
fee  is  the  Chairman’s  reception  and  three 
luncheons. 
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Psychotherapeutic  Drugs 

“Psychotherapeutic  Drugs  in  the  Treatment 
of  Mental  Illness’’  is  the  title  of  a course  to  be 
held  May  17,  18,  and  19,  1972.  The  meetings 
will  be  at  the  Alumni  Auditorium,  College  of 
Physicians  and  Surgeons,  Columbia  Universi- 
ty, 630  West  168th  Street,  New  York  City. 
Fee;  $150  for  practicing  physicians;  $75  for 
residents. 

Purpose  of  the  course  is  to  provide  physicians 
with  clinically  useful  information  on  psy- 
chotherapeutic drugs  and  their  uses.  The 
principal  means  of  providing  this  informa- 
tion will  be  a sequence  of  lectures  by  a group 
of  eminent  physicians  and  scientists.  Each  lec- 
turer is  recognized  as  a specialist  in  the  area 
on  which  he  will  talk. 

To  obtain  additional  information  on  the 
course,  write  to  Dr.  Lance  L.  Simpson,  Direc- 
tor, Psychopharmacology  Training  Program, 
Department  of  Pharmacology,  College  of 
Physicians  and  Surgeons,  Columbia  Universi- 
ty, 630  West  168th  Street,  New  York  10032. 


right  to  know,  the  spiritual  needs,  and  the 
hopes  for  miracles. 

For  details,  write  to  American  Cancer  Soci- 
ety, 219  East  42  Street,  New  York  10017. 

EENT  Surgical  Meeting 

Lake  George  will  provide  the  cooling  at- 
mosphere for  a mid-summer  meeting  of  the 
EENT  section  of  the  International  College  of 
Surgeons.  The  place  is  the  Sagamore  Hotel 
at  Bolton  Landing,  New  York.  The  dates  are 
July  5 to  10,  1972.  For  more  details,  write  to 
Dr.  Leon  J.  Schwartz,  162  Chestnut  Street, 
Rutherford,  New  Jersey. 

Neurophysiology  Program  in  France 
in  1973 

The  International  Congress  of  Electroenceph- 
alography and  Neurophysiology  announces 
a scientific  program  to  be  held  the  first  week 
in  September  in  Marseilles,  France.  English 
will  be  one  of  the  official  languages  of  the 
Congress.  For  more  details,  please  write  to  Dr. 
G.  C.  Lairy,  Hospital  Rouselle,  1 Rtie  Caban- 
is,  Paris  14,  France. 


Cancer  and  Human  Values 

■\  tinique  seminar  on  cancer  and  human  val- 
ties  vv'ill  be  held  on  Thursday,  Friday,  and 
‘aiurdav,  June  22-21,  1972,  at  the  Regency 
Hyatt  FIoti.se,  Atlanta,  Georgia.  The  confer- 
ence will  be  concerned  with  understanding 
the  jiioblems  of  the  cancer  patient  from 
inception  of  disease  to  ctire  or  failure.  Also, 
die  effects  on  die  family  and  professionals 
who  are  directly  concerned.  Emphasis  will  be 
placed  on  the  humanistic  problems  of  the 
patient,  including  interpersonal  relationships, 
rehabiliration,  eiiqiloyability,  insurability,  the 


National  Cancer  Institute 
Accepting  Patients 

The  National  Cancer  Institute  at  3100 
AVynian  Park  Drive,  Baltitnore  21211  is  ac- 
cepting patients  with  letikemia,  lymphoma, 
brain  tumors,  and  metastatic  .solid  neo]}lasnis. 
Radiation  therapy  and  chemotherapy  arc 
available.  T here  is  no  charge  to  the  patient 
for  hospital  care,  drugs,  or  medical  services. 
Patients  are  returned  to  the  refening  physi- 
cians with  fidl  reports.  F'or  more  details,  write 
to  the  admitting  ollicer  of  the  Cancer  Research 
Center  at  the  Baltimore  addre.ss. 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications;  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg  /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  .for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed;  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


I' 


Today  you 
have  your  own. 

If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  ) ou  know  that  diet 
and  w'cight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  \\  hen  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 

Orinase* 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effecti\  ely  today  as  it  did  w'hen  you 
first  prescribed  it. 

You  also  know  the  importance  of  • 
close  monitoring  of  the  patient.  Although 
uncommon,  se\  ere  hypoghxemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  )’Ou’re 
familiar  with,  and  probably  have  confidence  in 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity;  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice):  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  7ab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  IVi^ 
caffeine  gr.  V2. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1972 

February 

10  Burlington  County  Memorial  Hospital 
Mount  Holly 

Neurological  Complications  of  Visceral  Car- 
cinoma 

14  Academy  of  Medicine  of  New  Jersey 
St.  Peter’s  Hospital 
New  Brunswick 
Hodgkin’s  Disease 

16  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Newer  Concepts  of  Hepatitis 

16  Bergen  Pines  County  Hospital 

Paramus 

Infectious  Diseases  II 

16  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Coronary  Arteiy  Evaluation  and  Surgical  Ap- 
proaches 

17  Burlington  County  Memorial  Hospital 
Mount  Holly 

Full  Time  and  Voluntary  Staff— The  Interface 

17  Fair  Oaks  Hospital 

Summit 

Legal  Psychiatry 

23  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Auto-immune  Aspects  plus  Transplantation 

23  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  III 

24  Burlington  County  Memorial  Hospital 
Mount  HoUy 

Newer  Approaches  to  Community  Health 

24  Academy  of  Medicine  of  New  Jersey 

and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 


March 

1 Bergen  Pines  County  Hospital 

Paramus 

Interstitial  Lung  Diseases 

1 Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Cardiac  Surgery 

2 Burlington  County  Memorial  Hospital 
Mount  Holly 

Sterilization  and  Therapeutic  Abortion 

2 Fair  Oaks  Hospital 

Summit 

Encounter  Group 

6 Academy  of  Medicine  of  New  Jersey 
Valley  Hospital,  Ridgewood 
Diagnosis  and  Treatment  of  Shock 

8 St,  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Vascular  Hypertension;  Malignant  Hy- 
pertension 

8 Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Valvular  Heart  Disease 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Eamily  Life  Problems  in  Medicine 

14  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 

Renal  Failure 

15  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
New’ark 

Pediatric  Cardiology 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

Geriatric  Psychiatry 
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16  Fair  Oaks  Hospital 

Summit 

Legal  Provisions  for  Mental  Health 

22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Secondary  Nephropathies 

22  Academy  of  Medicine  of  Nevt^  Jersey 
University  of  Peimsylvania  Hospital 
Philadelphia 

Clinical  Gastroenterology 

22  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Arteriosclerosis 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 

29  Academy  of  Medicine  of  New  Jersey 
and  American  College  of  Chest  Physi- 
cians 

Pulmonary  Physiology 

30  Burlington  County  Memorial  Hospital 

Mount  HoUy 

Descent  into  Hell 

30  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Month 

30  Fair  Oaks  Hospital 

Summit 

The  Expert  Witness 

April 

6 Burlington  County  Mehiorial  Hospital 

Moimt  Holly 

Interservice  Seminar 

10  Academy  of  Medicine  of  New  Jersey 

Saint  Francis  Health  Center 
Jersey  Cit\' 

Proper  Use  of  Antibiotics 

12  Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital 
East  Orange 

Dental  Symposium:  Implantology 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Thermography 


Fair  Oaks  Hospital 
Summit 

Behavior  Therapy 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

American  Cancer  Society 

Rutgers  Medical  School,  Piscataway 

Role  of  Primary  Physician  in  Cancer  Patient 

Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 

Phillipsburg 

Current  Burn  Treatment 

Burlington  County  Memorial  Hospital 

Mount  Holly 

Diseases  of  the  Esophagus 

Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Fair  Oaks  Hospital 
Summit 

Behavior  Therapy 


Burlington  County  Memorial  Hospital 
Mount  Holly 

Syndrome  of  Stress  Ulcer 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Burlington  Coimty  Memorial  Hospital 

Mount  Holly 
Zollinger-Ellison  Syndrome 

Fair  Oaks  Hospital 

Summit 

Brain  Tumors 

Burlington  County  Memorial  Hospital 
Mount  Holly 
Drug  Interactions 


13 

19 

20 

22 

25 

27 

27 

27 

May 

4 

6-9 

11 

11 

18 
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Reaction  to  Guadalajara  Article 

December  22,  1971 


Dear  Sir: 


course  work  (four  at  the  Autonomous  Univer- 
sity of  Guadalajara),  have  a year  of  intern- 
ship, a year  of  Servicio  Social,  and  pass  final 
examinations.  The  diploma  which  the  stu- 
dents receive  after  completing  the  four  years 
of  course  work  at  the  Autonomous  University 
of  Guadalajara  specifies  that  they  have  com- 
pleted the  theoretical  portion  of  the  course 
leading  to  the  Title  of  Physician  and  Surgeon. 
It  is  not  recognized  as  a university  degree 
under  Mexican  law. 


The  article  “Guadalajara  and  the  Foreign- 
Trained  Physician,”  by  S.  William  Kalb, 
M.D.,  which  appeared  in  the  December  1971 
issue  of  The  Journal  of  The  Medical  Society 
of  New  Jersey,  has  been  brought  to  my  atten- 
tion. 

I am  sorry  to  say  that  Dr.  Kalb  has  been 
misinformed  with  respect  to  the  position  of 
the  ECFMG. 

In  the  second  full  paragraph  in  the  first 
column  on  page  1020,  there  are  several  inac- 
curate statements: 


The  ECFMG  has  never  made  any  suggestion 
to  the  Autonomous  University  of  Guadalajara 
that  its  medical  curriculum  be  shortened.  As 
far  as  we  know,  the  shortening  of  the  course 
work  at  that  medical  school  from  five  (not 
six)  years  to  four  was  done  on  the  sole  initia- 
tive of  the  medical  school.  Equally  inaccurate 
is  the  statement  that  ECFMG  “promised  to 
certify  the  graduate  for  examination  when  he 
received  his  diploma  . . . which  will  be  issued 
with  a degree  of  ‘Physician  and  Surgeon.’  ” 
ECFMG  has  made  no  such  promise,  since  un- 
der ECFMG  policy  a graduate  of  a foreign 
medical  school  must  have  completed  all  of  the 
educational  requirements  which  will  entitle 
him  to  a license  to  practice  medicine  in  the 
country  in  which  he  has  had  medical  educa- 
tion before  he  is  eligible  for  ECFMG  certifica- 
tion, assuming  that  he  has  passed  the  ECFMG 
examination.  In  Mexico  this  end  point  is  the 
Title  of  Physician  and  Surgeon  (Titulo  de 
Medico  Cirujano).  In  order  to  receive  this 
Title  the  student  must  complete  five  years  of 


(signed)  G.  Halsey  Hunt,  M.D. 

Executive  Director 
Educational  Council  for 
Eoreign  Medical  Graduates 


A Kind  Word  for  Academic  Practice 

December  15,  1971 


Dear  Sir: 


Your  editorial,  “Curing  is  Easier  than 
Healing”  (68:973,  December  1971)  was  an 
excellent  statement  of  truths  most  medical 
schools  have  been  teaching  for  many  decades, 
and  I was  delighted  with  it  until  I encoun- 
tered the  reference  to  “ . . . academic  circles 
or  large  practice  groups  where  medical  care  is 
dispensed  more  in  units  of  treating  diseases 
than  in  the  more  subtle  effort  to  try  to  heal 
the  whole  man.”  I believe  this  is  an  unwar- 
ranted generalization.  Academic  circles  and 
large  practice  groups  are,  by  and  large,  just  as 
interested  in  healing  the  sick  as  are  the  other 
physicians. 


Admittedly,  there  are  academic  subspecialists 
more  interested  in  curing  than  in  healing, 
but  there  are  also  solo  practitioners  of  this 
sort.  I know  of  no  evidence  that  one  type  of 
doctor  does  any  better  job  of  healing  the 
whole  man  than  does  the  other.  In  the  ab- 
setice  of  such  evidence,  I suggest  that  gratui- 
tous slurs  on  one  another’s  motivations  and 
competence  are  ill-suited  to  The  Journal  of  a 
major  medical  society. 

(signed)  Ridtard  J.  Cross,  M.D. 
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Dr.  Knauer  Accoladed 


Warren  H.  Knauer,  M.D.,  has  received 
the  1971  Physicians  Award  of  the  New 
Jersey  Division  of  the  American  Cancer 
Society.  This  plaque  is  jrresented  an- 
nually to  a New  Jersey  physician  for 
“outstanding  contributions  in  the  fight 
against  cancer.’’  Dr.  Knauer  is  the  clini- 
cal associate  professor  of  surgery  at  the 
College  of  Medicine  and  Dentistry  and 
is  a member  of  the  Executive  Committee 
of  the  New  Jersey  Division  of  the  Ameri- 
can Cancer  Society. 

A graduate  of  Princeton  University  and 
Columbia  University  College  of  Physi- 


cians and  Surgeons,  he  has  had  exten- 
sive training  and  experience  in  oncology 
at  Yale,  New  York’s  Memorial  Center 
for  Cancer  and  Allied  Diseases,  and 
Presbyterian  Medical  Center.  He  is 
presently  associated  with  the  Wuester 
Tumor  Clinic  in  Elizabeth  and  the 
James  Green  Tumor  Clinic  at  Elizabeth 
General  Hospital.  Dr.  Knauer  is  attend- 
ing physician  at  the  Elizabeth  General 
Hospital’s  Department  of  Malignant 
and  Allied  Diseases  and  on  the  surgical 
staffs  of  St.  Elizabeth’s  Hospital  and 
Alexian  Brothers  Hospital  in  Elizabeth. 


OBITUARIES 


Dr.  Rudolf  J.  Baruch 

On  January  3,  1972,  a bullet,  shot  by  a pa- 
tient, put  a dramatic  end  to  the  useful  career 
of  Rudolf  J.  Baruch,  M.D.,  a prominent  New 
Jersey  psychiatrist.  Born  in  1904,  he  received 
his  M.D.  from  the  University  of  Berlin  in 
1928.  Board  certified  in  both  psychiatry  and 
neurology,  he  was  affiliated  with  all  three 
hospitals  in  Elizabeth,  in  which  city  he  had 
his  office. 

Dr.  Jonathan  Howland 

Word  has  just  been  received  that  on  June  2, 
1971,  Jonathan  Howland,  M.D.,  died  at  the 
untimely  age  of  63.  He  was  an  emeritus  mem- 
ber of  our  Mercer  County  Society  and  a 1944 
alumnus  of  the  medical  school  at  Johns  Hop- 
kins. Dr.  Howland  was  an  internist  affiliated 
with  the  Princeton  Hospital.  He  practiced  in 
Lawrenceville. 


Dr.  Joseph  R.  Pedevill 

One  of  Bergen  County’s  civil  leaders,  Joseph 
R.  Pedevill,  M.D.,  bom  in  1902,  died  on 
Christmas  Day  1971.  He  was  a surgeon  who 
practiced  in  the  borough  of  Palisades  Park. 
He  was  a 1927  graduate  of  the  New  York 
Medical  College,  and  was  on  the  Board  of 
Directors  of  the  Palisades  Park  National 
Bank.  At  the  time  of  his  death,  he  was  on 
the  staff  of  the  South  Bergen  Hospital  at  Has- 
brouck  Heights,  and  the  Holy  Name  Hospital 
in  Teaneck.  He  was  an  active  member  of  our 
Bergen  County  Medical  Society. 

Dr.  Charles  J.  Sullivan 

One  of  the  founders  of  the  Roosevelt  Hospital 
in  Edison,  Charles  J.  Sullivan,  M.D.,  died  on 
December  10,  1971,  at  the  age  of  86.  He  won 
his  M.D.  at  Tufts  in  1912  and  was  active  in 
medical  and  hospital  administrative  circles  in 
Middlesex  County  from  1913  until  1969, 
when  he  retired  to  Sea  Girt  at  the  age  of  84. 
He  was  active  in  both  hospitals  in  New  Bruns- 
wick, having  been  an  “attending”  at  Mid- 
dlesex and  chief  of  staff  at  St.  Peter's. 
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Disaster  at  Bari.  Glenn  B.  Infield.  New  York,  Mac- 
Millan, 1971.  Pp.  299.  Illustrated.  ($7.95) 

If  the  holocaust  here  described  has  any  hero,  it  is  a 
member  of  The  Medical  Society  of  New  Jersey— 
Stewart  Alexander  of  our  Bergen  County  component. 
In  December  1943,  the  harbor  at  Bari,  Italy,  was 
crammed  with  allied  shipping  when  the  Luftwaffe 
struck,  destroying  17  ships  and  killing  a thousand 
servicemen.  What  lent  this  disaster  its  special  horror 
was  that  one  U.S.  vessel  had  a secret  cargo:  a hundred 
tons  of  mustard  gas.  Soldiers  and  sailors  immersed  in 
the  bay  were  being  exposed  to  a concentrated  solu- 
tion of  mustard  gas  in  sea  water  and  developed 
mysterious  dermatologic  and  ophthalmic  symptoms. 
Dr.  Alexander  had  had  special  training  in  the  toxi- 
cology of  chemical  warfare  and  was  sent  as  a consul- 
tant to  Bari.  In  an  effective  and  striking  bit  of  medi- 
cal detective  work,  he  demonstrated  that  the  mysteri- 
ous ailment  which  was  afflicting  so  many  victims  was 
poisoning  by  mustard  gas.  Many  in  the  high  com- 
mand were  unwilling  to  believe  that  our  Army  had 
stockpiled  this  chemical,  but  Colonel  Alexander’s  find- 
ings were  incontestable. 

While  the  toxic  effects  of  mustard  gas  are  well  known, 
no  one  before  had  the  opportunity  to  study  the  re- 
sult of  prolonged  exposure  to  water  in  which  the 
chemical  had  been  dissolved.  Had  the  responsible 
authorities  been  advised  in  advance  that  one  of  the 
ships  was  loaded  with  the  gas,  many  of  the  casualties, 
Mr.  Infield  suggests,  might  have  been  averted.  The 
observations  at  Bari  had  an  effect  on  the  development 
of  alkylating  agents  in  treating  cancer  and  also  on  the 
establishment  of  the  Sloan-Kettering  Institute. 

The  documents  have  just  been  declassified,  making 
this  interesting  medical  detective  story  possible.  The 
narrative  is  written  in  lively  and  highly  readable 
style  and  points  up  a new  dimension  in  the  annals  of 
military  medicine. 

Henry  A.  Davidson,  M.D. 


Physiology  of  Reproduction.  William  D.  Odell,  M.D. 

and  Dean  L.  Moyer.  M.D.  St.  Louis,  Mosby,  1971. 

Pp.  152.  Illustrated.  ($12) 

The  authors  have  carefully  and  thoroughly  presented 
the  material  indicated  by  their  title,  so  that  it  might 
be  meaningful  primarily  to  the  graduate  student  of 
physiology.  The  subject  matter  is  offered  systemati- 
cally, succinctly,  and  pedantically  in  eleven  chapters 
starting  with  hormonology,  then  proceeding  to  the 
pituitary-genital  apparatus,  puberty,  sperm  and  egg 
transport,  fertilization,  and  finally  and  briefly  to  con- 
traception. 

The  preface  warned  that  little  clinical  or  pathologic 
material  or  examples  would  be  included,  but  their 
addition  would  enhance  the  value  of  this  book.  A 
few  representative  clinical  and/or  pathologic  condi- 
tions would  reinforce  the  physiologic  concepts  for 
the  physician  and  would  remind  the  physiologist  of 


the  many  practical  applications  of  the  scientific  mate- 
rial as  well  as  the  needs  of  the  community  in  public 
health,  clinical  medicine,  and  population  control.  It 
seems  unfortunate  if  not  impractical  to  limit  their 
reading  public  to  such  a relatively  small  segment  of 
the  scientific  community;  not  that  the  authors  should 
direct  their  talents  to  the  lowest  and/or  broadest 
segment  but  more  readable  material  presented  in 
a more  stimulating  manner  would  have  made  the 
text  more  worthwhile.  Even  the  graduate  student 
of  reproductive  physiology  would  appreciate  a more 
provocative  approach  and  thus  might  be  stimulated 
into  avenues  of  investigation  of  which  he  might  be 
otherwise  unaware.  Footnotes  and  an  expanded  list 
of  references  would  provide  sources  of  information 
for  the  more  scientifically-minded  and  research- 
oriented  investigator. 

Although  the  authors  have  presented  their  material 
accurately,  it  would  be  difficult  to  recommend  this 
book  in  its  present  form  to  anyone  but  the  doctoral 
candidate  or  the  research-oriented  graduate  physi- 
cian. 

Jerome  Abrams,  M.D. 


How  to  Live  with  Diabetes  (Third  Edition).  Henry 

Dolger  and  Bernard  Seeman.  New  York  Norton,  1972. 

Pp.  208.  ($6.50) 

This  short  compendium  for  diabetics  is  the  third  edi- 
tion of  a well-established  book  which  has  long  been 
recommended  by  many  physicians  to  their  patients, 
for  better  understanding  of  their  condition,  and  for 
detailed  explanation  on  how  to  follow  their  instruc- 
tions intelligently. 

The  introduction,  which  deals  with  the  history  of 
diabetes  from  the  ancient  times  up  to  the  present,  is 
fairly  long  for  the  layman  and  may  be  more  useful 
to  inquisitive  interns  or  residents  than  to  the  axerage 
patient,  who  may  not  appreciate  the  multiple  scien- 
tific discoveries  which  ultimately  lead  to  the  present 
concepts  of  diabetes  and  its  treatment. 

A youngster  is  abruptly  shocked  when  he  finds  him- 
self outside  the  circle  of  his  friends,  after  he  has  been 
told  that  he  is  a diabetic.  This  problem  is  handled 
competently  xvith  advice  to  the  affected  person  and 
the  family.  The  difference  between  the  young  and 
maturity  onset  diabetes  is  carefidly  outlined. 

Treatment  is  riescribed  in  simple  terms,  e\|)laiiiing 
the  different  forms  of  insulin  and  oral  hypoglycemic 
agents  and  outlining  the  necessity  of  adherence  to  a 
permanently  regular  xvay  of  life  by  eating  on  time 
and  adjusting  tlie  medication  accordingly. 

Hereditary  factors,  which  provide,  sometimes,  a very 
touchy  problem  when  the  patient  asks  for  your  atl- 
vice  about  matrimony,  are  explained  xvith  tact  to  the 
patient  xvithout  alarming  him  or  his  family.  The 
complications  of  older  diabetics  arc  discussed  aile- 
quatcly  and  the  patient  is  encouraged  to  lead  a nor- 
mal life. 

Diabetes  is  still  a rixidle  to  us— to  mention  only  the 
coutrovcr.sy  over  the  (IUDI’  study.  Dr.  Dolger's  book 
can  be  highly  recommended  to  a nexv  diabetic.  Even 
old  diabetics  can  learn  many  interesting  items  and, 
as  a matter  of  fact,  many  practitioners  can  pick  up  a 
fexv  tricks  on  hoxv  to  haiulle  and  ansxver  questions  of 
a xvorried  patient. 

Otto  Brandman,  M.D. 
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advertising  contributed 

tor  the  public  good  v 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin'‘ 

Panmycin'* 

Uticillin"  VK 

Deltasone'* 

Feminone** 

Oxylone** 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 

© 1972  The  Upjohn  Company 


J A 72-1986-6 


Upjohn  has  been  able 
to  reduce  the  price  of  ^ 

erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Keeping  quahty  up 

ii 

and  cost  down 


5155 


NDC  9-103  2 


I* 


E-Mycin 


(erythro 


250  mg. 

niycin) 


BEm  BACHARACH  HOME 
for 

AFFLICTED  CHILDREN 

24th  and  Atlantic  Avenues 
Longport,  New  Jersey  08403 

Comprehensive  rehabilitation  program  for 
handicapped  children  between  age  limits 
2 years  to  14  years  of  age.  (Spina  bifidas; 
perthes  disease;  rheumatic  heart;  cerebral 
palsy,  etc.) 

Services  included:  Physical  medicine;  physi- 
cal therapy;  speech  therapy;  psychological 
services;  social  service;  recreational  activi- 
ties; 24  hrs,  registered  nursing  service;  ex- 
cellent dietary  service.  All  our  medical  staff 
and  professional  personnel  are  fully  certi- 
fied. 

Write  or  contact:  Administrator 
Telephone:  822-2125  822-2126 
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OPHTHALMOLOGIST— New  York  University  School  of 
Medicine  1966.  Board  eligible.  Group,  association  or 
partnership.  Available  July  1972.  Write  Box  No.  1 
c/o  THE  JOURNAL  or  call  (201)  221-6707. 


PHYSICIAN— Established  suburban  practice  7 general 
practitioners  group,  scenic  New  Jersey  location  within 
one  hour  New  York  City.  One  evening  per  week  every 
6th  weekend.  Liberal  vacations.  No  investment.  Full- 
time gross  $100,000.  Ideal  for  new,  semi-retired  general 
practitioner  or  change  to  suburban  location.  Call  Dr. 
McConnell,  (201)  584-4947. 


PEDIATRIC  PRACTICE  FOR  SALE-Bergen  County,  New 
Jersey.  Good  coverage,  open  hospital,  modern  10  room 
office.  Gross  $100, 000/year.  Available  immediately. 
Write  Box  No.  214,  c/o  THE  JOURNAL. 


RETIRING— From  active  practice,  excellent  location  in 
business  zone,  just  off  Springfield  Avenue  at  Ii-vington 
Center.  Five  room  office,  off  street  parking.  2nd  floor 
apartment  supplements  income.  Will  sell  equipment. 
Available  immediately.  For  details  contact  (201)  763- 
5800. 


FOR  RENT— Office  space  in  Jackson  in  a building  cur- 
rently being  renovated  lo  be  shared  with  two  obste- 
tricians who  are  only  there  two  sessions  a week.  Very 
reasonable.  Tenants  could  use  office  ec|uipment  and 
furnishings  currently  on  premises.  Dr.  Harold  C.  Mor- 
gan, 516  Duquesne  Boulevard,  Brick  Town,  New 
Jersey  08723  (201)  477-2727. 


ORTHOPAEDIST— Board  certified  or  eligible  to  join 
three-man  incorporated  single-specialty  group.  Good 
living  conditions  and  hospital  facilities.  No  invest- 
ment necessary.  Write  P.O.  Box  No.  1865,  I renton, 
New  Jersey. 


PSYCHIATRIST— Experienced,  is  looking  for  a partner- 
ship or  association  with  a busy  colleague.  Financial 
arrangement  is  a possibility.  Write  Box  No.  2,  c/o 
FHE  JOURNAL. 


HOME  AND  OFFICE  FOR  SALE-Spring  Lake,  Mon- 
mouth County.  Two  blocks  from  ocean.  Corner 
property,  150  x 100.  Three-story,  hollow  tile  con- 
struction, slate  roof.  Modern  kitchen,  4 bedrooms 
and  2 baths  on  second  floor.  Six-room  office  suite. 
Two  car  garage.  Sprinkler  system.  Call  (201)  449- 
8482. 


HOME  AND  OFFICE  FOR  SALE-North  Jersey  shore. 
Active  practice,  well  established.  Medicaid  and  pri- 
vate opportunity  available.  Attractive  income,  uni- 
que working  condition,  4-day  week.  Minutes  away 
from  teaching  hospital,  one  hour  from  New  York 
City.  Write  Box  No.  3,  c/o  THE  JOURN.M.. 


AVAILABLE  FOR  RENT— Now.  medical  office,  rent  rea- 
sonable. 299  South  Harrison  Street,  East  Orange, 
New  jer.sey.  Call  (201)  994-3430. 


Information  for  Advertisers— RATES:— 55.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolaterl 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  |>ieceding  month. 


BURLINGTON  — Bridge  Plaza  Profes- 
sional Center.  Individually  owned  unit. 
Reception  room,  five  examining  rooms, 
business  office,  lab.  basement,  wall- 
to-wall  carpet,  central  air  conditioning. 
Owner  will  sell  or  lease.  HAINES  & 
HAINES,  230  High  Street,  Burlington, 
N.J.  386-1636. 


PART-TIME  PHYSICIAN 

Jersey  licensed  physician  for  Plan- 
ned Parenthood  clinic  located  in  Mid- 
dlesex Hospital,  New  Brunswick.  Ob- 
Gyn  preferred.  $25/hour.  Call  (201) 
821-9333  or  write:  Planned  Parenthood 
Middlesex  Hospital,  180  Somerset 
Street,  New  Brunswick,  New  Jersey 
08901. 
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National  Congress  on 
the  Quality  of  Life 
March  22-25, 1972 
Palmer  House/Chicago,  Illinois 


1'^ 


:'?5 


The  quality  of  a life. 

The  spirit  of  a people. 
The  future  of  a nation. 

The  National  Congress  on  the  Quality  of  Life 
will  focus  on  these  immutable  concerns  by  con- 
centrating on  the  first  stages  of  life’s  continuum — 
maternal  and  child  health  from  conception  through 
adolescence  and  young  adulthood. 

Examining  the  growth  process  in  terms  of 
human  development  and  human  environment,  the 
Congress  will  address  itself  to  the  problems  of 
maternity  and  the  newborn,  children  in  a changing 
society  and  the  critical  years  of  adolescence. 


The  program  features  formal  presentations  by 
experts  in  the  medical,  social  and  behavioral 
sciences,  education,  law,  religion  and  govern- 
mental affairs.  Complementing  their  presenta- 
tions will  be  workshops  and  youth,  consumer  and 
professional  reactor  panels. 

Major  emphasis  will  be  on  developing  new 
programs  that  will  contribute  to  the  richness  and 
depth  of  life... programs  sensitive  to  the  physi- 
cal, psychological,  emotional  and  social  needs  of 
people... programs  reflecting  a trend  toward 
more  multidisciplinary  cooperation. 

Don’t  miss  this  opportunity  to  participate  in 
the  National  Congress.  Mark  your  calendar. 
Complete  the  form  below. 


Sponsored  by  the  American  Medical  Association  in  cooperation  with  20  governmental  and  volunteer  agencies. 


Return  form  to: 

Effie  O.  Ellis,  M.D. 

American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 


Please  forward  the  program  for  the  National  Congress 
oh  the  Quality  of  Life  to: 

Name 

Affiliation  

Address 

City State Zip  Code 


k 


s; 

t; 


I 


fV' 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceviile,  NJ.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  + 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones,  air- 
conditioned 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• Werner  J.  Hollendonner,  M.D.,  Board  Certified  Internal  Medicine,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist,  Director  of  Rehabilitation  Dept. 

• Ruth  Rahilly,  R.N.,  B A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


anxiety: 

FEB  1 4 1972 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 
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Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  nat 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunctian  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


rX  Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
X Nutley.  N.J.  07110 
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Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 
S10,000  to  $150,000  of  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-UMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit) . 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  3-4340 


$1,200 
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PLUS 

1 

$1,000 


IN  ASTHMA  optional 

IN  EMPHYSEMA ' therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications;  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolale;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Do.se  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  bo  followed  with  'A  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.J.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  licpiidsare  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTIIRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 
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How  good  is  my  spi 
Medical  Care? 

How  good  is 

Medical  Care  generally?  ] 
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Two  developments  indicate  that  the  hue  and  cry  over  “poor  quality’’  health  ca 
and  the  deteriorating  image  of  the  physician  may  be  considerably  overstated,  1: 
the  image  of  the  profession  as  a whole  might  stand  some  improvement.  :‘- 

Nine  out  of  10  breadwinners  are  satisfied  with  the  quality  of  the  health  care  th 
receive,  according  to  a nationwide  survey  conducted  by  Chicago’s  Center  ^ 
Health  Administration  Studies  and  National  Opinion  Research  Center,  wh  ■ 
elicited  responses  from  3,232  heads  of  households. 

Support  for  the  belief  that  the  doctor’s  image  is  not  all  that  bad  comes  from 
unlikely  source,  television.  An  article  in  the  New  York  Times  Magazine  by  Mich 
J.  Halberstam,  M.D.,  on  the  “Marcus  Welby,  M.D.’’  show  points  to  some  reasc 
for  the  program’s  popularity.  He  says  in  part:  “Doctors,  like  journalists  or  actc 
find  it  hard  to  remember  that  many  people  consider  their  jobs  to  be  glamorc 
Glamour  tends  to  fade  from  anything  which  one  does  daily  for  a living,  and  I, 
many  of  my  colleagues,  try  to  play  down  the  mystique  of  medicine.  Doctors 
human  like  everyone  else,  we  have  a job  like  everyone  else  . . . 


\\  of  course  this  isn’t  so,  the  TV  shows  are  right  — there’s  something  special 
lut  medicine  (just  as  there  is  about  police  work  or  the  law  or  lots  of  other 
:upations).  To  a doctor,  medicine  really  is  the  only  proper  profession,  and  other 
isicians,  no  matter  how  weird  their  politics  or  how  dull  the  administrative  jobs 
6/  may  have  taken,  are  still  comrades-at-arms. 

"lat  the  viewers  of  ‘Marcus  Welby’  seem  to  grasp  and  what  seems  to  escape 
)ie  radical  health  workers  is  that  elitism  has  its  noble  aspects.  All  of  us  do  better 
:k  when  more  is  expected  of  us,  and,  if  we  belong  to  an  elite,  more  is  expected, 
i re  is  nothing  embarrassing  about  membership  in  an  elite  based  on  learning, 
llication  and  humanity,  nor  does  pride  in  one’s  profession  mean  that  others 
1 inferior. . . 

f e public  . . . knows  very  clearly  what  it  expects  of  physicians  and  what  it  will 
Dtinue  to  expect  of  them. . . . The  need  for  scientific  knowledge,  for  compassion 
'll  for  relentless  dedication  is  not  a trick  bag  decked  out  by  the  AMA,  but  the 
ijpest  want  of  any  human  in  trouble.” 


Chicago  survey  also  indicated  that  while  people  feel  the  care  they  are  getting 
jliood,  they  tend  to  believe  it  is  better  than  the  care  received  by  others;  which 
^iws  that  if  you  are  told  something  often  enough  in  the  media  you  tend  to  believe 
jr/en  when  it  is  contrary  to  your  own  experience. 


respect  that  people  have  for  their  individual  physicians  has  been  earned.  If 
Ttors  are  to  win  this  same  respect  for  the  medical  profession  as  a whole,  each 
^I'sician  must  have  as  much  pride  in  his  profession  and  set  as  high  standards  for 
[ whole  profession  as  he  does  for  himself.  This  is  what  peer  review  is  all  about, 
i)  standards  of  the  profession  can  best  be  maintained  by  doctors  actively 
sporting  peer  review  committees  of  their  hospitals  and  their  County  and  State 
'dical  Societies. 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 
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DBI®  phenfonnin  HCI 
tablets  of  25  mg. 

DBI-TD®  phenfonnin  HCI 
capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  lir.st 
checking  hlood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
Ihe  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypogrycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation  g 

Ardsley,  New  York  10502  a 

Distributors  § 


ALLIN  HIS  HEAD:  ALLINtlRNADE^ 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent — 

(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant 

(phenylpropanol- 
amine HCl  — 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine  ^ 

( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HE  NEEDS 

MAKE  HIM  FOR  PROLONGED 
MISERABLE  REUEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever."  etc.). 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children.  we4gh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I‘^’  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria.  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


ORNAI^  SPANSULE 


® 


Each  capsule  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg,  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide.  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  REUEF FORCOLD SYMPTOMS 


OR-203 


Announcing- 

a new  commitment  to  health  care 


Roche  Clinical  Laboratories 


Professional 


Consultation 


Automated  Diagnostic  Analysis 
for  most  tests 


Personal  Service  through  Roche  Professional  Representatives. 


1 A Unique  ProfeLional 
r Staff  of  Research 
' Scientists  and  Practicing 
Clinicians 


The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
i Please  fill  in  the  coupon  below  for  additional  information. 


nnpur  X Roche  Clinical  Laboratories,  Inc. 

' 1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006 


Name. 


^ Computerized 
^ Quality  Control 
'J^  to  prevent  error 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine 
and  Special  Laboratory 


Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories’  Services. 

□ Please  send  the  Roche  Clinical  Laboratories 
Reference  Manual. 

□ Please  have  a Roche  Professional  Representative 
contact  me. 


Address. 

City 

Zip 


.Stale, 


.Tel.  No.. 


I 


1 


i 

1 


I 
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Meet  it  with 


Cerose  for  coughs  of  colds 


Exempt  Narcotic 

CEROSE®  for  relief  of  coughs  due  to 
colds,  whenever  an  antitussive  formu- 
lation having  sedative,  decongestant, 
antihistaminic,  and  expectorant  actions 
is  required 

Each  5-cc.  teaspoonful  contains:  codeine 
phosphate,  10.0  mg.  (Warning:  May  be  habit 
forming);  phenindamine  tartrate,  10.0  mg.; 
phenylephrine  hydrochloride,  5.0  mg.;  fluid- 
extract  of  ipecac,  0.17  minim;  glycerin,  40 
minims;  potassium  guaiacolsulfonate,  86 
mg.;  sodium  citrate,  3 grains;  citric  acid,  1 
grain;  in  a palatable,  grape-flavored  base, 
alcohol  2V2% 


Non-narcotic 

CEROSE-DM®  for  relief  of  coughs  due 
to  colds.  It  diminishes  the  cough  reflex, 
promotes  expectoration,  and  provides 
effective  vasoconstriction  and  broncho- 
dilatation.  Contains  non-narcotic  dex- 
tromethorphan 

Each  5-cc.  teaspoonful  contains:  dextrometh- 
orphan hydrobromide,  10.0  mg.;  pheninda- 
mine tartrate,  5.0  mg.;  phenylephrine  hydro- 
chloride, 5.0  mg.;  fluidextract  of  ipecac,  0.17 
minim;  glycerin,  40  minims;  potassium 
guaiacolsulfonate,  86  mg.;  sodium  citrate,  3 
grains;  citric  acid,  1 grain;  in  a palatable, 
mixed  fruit-flavored  base,  alcohol  2V2% 


@ I 

Exempt  Narcotic  I 

CETRO-CIROSE®  for  relief  of  simplell 
coughs  where  a plain  sedative-expec- 
torant is  required.  An  excellent  vehicle 
for  many  other  commonly  employed 
adjunctive  cough  medications,  as  pre- 
ferred by  the  physician 
Each  5-cc.  teaspoonful  contains:  codeine 
phosphate,  5.0  mg.  (Warning:  May  be  habit 
forming);  fluidextract  of  ipecac,  0.17  minim; 
glycerin,  40  minims;  potassium  guaiacolsul- 
fonate, 86  mg.;  sodium  citrate,  3 grains;  ' 
citric  acid,  1 grain;  in  a palatable,  cherry 
flavored  base,  alcohol  1V2% 


IVES  LABORATORIES  INC.  (M. 

New  York,  N.Y.  10017 


DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE,  THROUGH  MEDICINE 


Something  new 
inampicillin 
therapy; 


low  cost 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


pr 
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When  you  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used;  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished. or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
1- probably  had  quite  a bit  of  clinical  experience 
I with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
!i  bit  about  it. 

On  the  one  hand,  you  know  that  diet 
I and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
I onset,  non-ketotic  diabetes.  When  these 
I measures  prove  satisfactory,  no  additional 
I therapy  is  indicated.  On  the  other  hand,  you 

1 know  that  if  these  measures  fail  the  addition 

1 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of  • 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weeKly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions;  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upiohn  Company  JA7M495  MEDB-S-S  LAO-6 


Upjohn 


Same  price  as 
150-ml.  size* 


in  a 


Two  dosage 
strengths- 
125  mg.  5 ml. 
and 

250  mg.  5 ml 


V-CillinK‘Pediatric 


Additional  inlormation 
available  lo  the 
prolession  on  request. 

Eli  Lilly  and  Company  ' 
Indianapolis.  Indiana  46206 


Based  on  Lilly  selling  price  to  wholesalers. 


196 


THE  JOL  RNAL  OF  THE  MEDIC.Al,  .SOC.lEl  Y OI  NEW  jl  R.SEY 


EDITORIALS 

The  End  of  Learning 

As  one  becomes  eligible  for  Medicare,  it  oc- 
curs to  the  physician  that  he  is  probably  not 
going  to  learn  much  from  here  on  in.  Not,  of 
course,  that  he  knows  all  that  is  to  be  known, 
but  rather  that,  at  70,  one  is  unlikely  to  pick 
up  anything  that  is  both  new  and  usable. 

Will  one  take  a course  in  any  new  technic 
when  the  time  available  to  put  it  into  prac- 
tice is  so  short?  Suppose  they  gave  a course  on 
medicine  for  the  space  age.  For  a 26-year  old 
doctor  that  would  be  great.  But  the  70-year 
old  knows  that  he  will  never  go  to  the  moon. 
One’s  40-year  old  son  may  not  make  it  . . . 
one’s  grandson,  probably.  After  all,  your 
grandson  will  spend  most  of  his  life  in  the 
21st  century.  But  the  65-year  old  will  proba- 
bly not  get  out  of  the  20th  century  alive.  So 
what  would  be  the  point  in  learning  how  to 
handle  vascular  disorders  in  a world  without 
gravity?  (They  tell  us  that  in  a weightless 
world,  the  tears  couldn’t  run  down  your 
cheeks!) 

A man  can  be  a good  surgeon  for  30  years, 
but  he  may  have  to  give  up  responsibility  for 
ward  and  service  cases  at  62.  Fewer  and  fewer 
patients  are  asking  for  the  senior  surgeon  to 
operate  on  them;  and  not  many  GP’s  are 
sending  cases  to  70-year  old  surgeons.  The 
70-year  old  may  never  again  stand  in  the 
number  one  position  at  an  operating  table. 
So,  why  should  he  learn  new  surgical  tech- 
nics? He’ll  probably  never  use  them.  Look 
through  some  of  the  colorful  photos  showing 
new  methods  of  anastomosing  vessels  or  even 
removing  hemorrhoids.  It’s  a real  chore  try- 
ing to  wend  my  way  through  the  jungle  of 
diagrams  and  illustrations  . . . and  for  what 
purpose? 

The  70-year  old  can  still  enjoy  lots  of  things 
in  life,  from  watching  horse  races  to  traveling 
through  Europe.  He  can  enjoy  home  and 


grandchildren.  But  he  may  not  enjoy  going  to 
medical  meetings.  If  they  expound  something 
complex  and  new  there,  he  may  have  difficul- 
ty learning  it.  Sure,  he  can  remember  that  the 
dose  of  chlorpromazine  is  10  to  50  milligrams 
at  a time  and  he  recalls  the  difference  be- 
tween a direct  and  an  indirect  hernia.  But  if 
it’s  a shiny  new  topic,  requiring  a lot  of 
creative  study,  can  he  master  it?  Or  maybe  it’s 
just  a matter  of  motivation.  At  any  rate,  by 
age  70  there  are  very  few  brand  new  things 
one  is  going  to  learn. 

Medical  society  meetings,  especially  local 
ones,  provide  the  opportunity  to  meet  old 
friends.  But  there  is  little  jxjint  in  going  to  a 
medical  meeting  just  for  that  purpose.  One 
can  see  friends  socially  whenever  one  wants. 
One  surgeon  tells  us  he  did  go  to  three  coun- 
ty medical  meetings  this  year  because  they 
sounded,  from  the  advance  program,  as  if 
they’d  be  interesting.  One  was  an  illustrated 
lecture  by  a distinguished  surgeon  on  shock. 
The  program  chairman  promised  that  the  au- 
dience would  learn  recent  advances  in  (or 
maybe  “progress  in’’)  controlling  shock.  Ac- 
tually, they  heard  a lecture  on  electrolytic 
imbalance  and  the  osmotic  pressure  of  chang- 
ing fluids.  The  slides  were  charts,  graphs,  and 
tables.  Maybe  some  of  the  members  learned 
something  new.  But  this  senior  member  said 
that  he  didn’t  see  how  he  could  possibly  put 
to  use  the  stuff  the  speaker  was  retailing 
about  advanced  physiology'.  Then  there  w'as  a 
meeting  scheduled  to  review  the  allegation 
that  some  doctors  were  earning  five-figure 
amounts  from  Medicaid,  Medicare,  and  wel- 
fare programs,  and  that  this  was  corroding 
our  image.  Here,  he  did  learn  that  the  stories 
were  exaggerated,  that  only  a small  number 
of  us  were  involved,  and  that  most  of  the  king- 
sized  payments  Avere  to  groups  or  clinics.  The 
tliird  session  was  a panel  on  transplants.  As  it 
turned  out,  the  whole  focus  was  on  how  can 
you  be  sure  that  the  donor  is  really  dead 
I)efore  you  pluck  out  his  heart  or  li\er.  Tlie 
principal  speaker  had  worked  out  a mathe- 
matical formula  with  so  many  points  if  the 
electro-encephalograms  were  iso-electric,  and 
so  many  if  you  couldn’t  hear  a heart  beat. 
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and  so  many  if  the  pupils  were  non-reactile 
and  dilated.  No,  he  didn’t  allow  points  for 
rigor  mortis.  Again,  the  surgeon  didn’t  really 
learn  much,  except  maybe  that  there  is  no 
“moment  of  death’’  and  that  maybe  death  is  a 
process,  not  a moment.  But  do  you  have  to  go 
to  a medical  meeting  to  learn  that? 

If  you  were  bom  before  1910,  can  you  figure 
out  how  a computer — a data  processor — really 
works?  Is  it  worthwhile  learning  it  now? 

Our  friendly  neighborhood  actuary  tells  us 
that  a male  at  age  65  has  a life  expectancy  of 
8 or  9 years.  When  our  medical  school  class 
held  its  40th  reunion  (and  I was  24  when  I 
got  my  M.D.) , I learned  that  40  per  cent  of 
our  class  was  already  dead.  The  figure  the 
insurance  man  worked  out,  thus,  was  actual 
as  well  as  actuarial.  And  with  a life  expectan- 
cy of  less  than  9 years,  is  it  really  worthwhile 
trying  to  learn  something  new?  Or  is  life  too 
short  for  that,  and  shouldn’t  we  enjoy  what 
we  know  we  like?  At  age  65  one  would  resent 
it  if  you  called  him  a senior  citizen.  We  like 
Stieglitz’s  term  for  our  age:  “later  maturity.” 
Well,  what  makes  later  maturity  sad  is  not 
the  end  of  joy,  not  even  the  end  of  hope,  but 
the  end  of  learning. 


Combination  Therapy 

The  only  judge,  really,  of  the  effectiveness  of 
a fixed  combination  drug,  is  the  treating 
physician.  Some  members  of  the  FDA  and  its 
panel  of  eminent  professorial  consultants 
have  stigmatized  many  fixed  combinations  as 
“irrational.”  Indeed,  it  has  almost  reached 
the  point  where  the  distribution  of  such  a 
combination  carries  an  implication  that  the 
package  is  “irrational.”  In  truth,  every  practi- 
tioner knows  (and  the  literature  supports  this 
conclusion)  that  there  is  such  a phenomenon 
as  synergism.  Synergistic  combinations  have, 
over  the  years,  been  found  to  be  helpful  to 
patients.  It  would  be  wonderful  if  all  medica- 
tion could  be  given  under  scientifically  ideal 
conditions.  But  at  any  time  only  a small  pro- 
portion of  the  patient  population  can  enjoy 


this  ideal  setting.  In  his  daily  practice,  the 
M.D.  needs  all  the  convenience,  practicality, 
and  simplicity  of  regime  that  he  can  get.  The 
“combinations”  actually  were  evolved  to  meet 
the  patient’s  need  and  the  practitioner’s  pref- 
erence. The  dose  ratios  are  carefully  w'orked 
out.  For  the  clinician  to  have  to  formulate 
these  ratios  would  be  awkward  and  often  im- 
possible. (How  would  you  like  to  assay  every 
dose  and  work  out  its  compatibility  with  each 
other  ingredient?).  Surely  it  is  more  costly  to 
the  patient  if  he  has  to  pay  for  a bottle  of 
ingredient  A plus  a package  of  ingredient  B. 
This  is  not  to  say  that  all  fixed  combinations 
are  wonderful.  Some  of  them,  indeed,  might 
be  branded  “irrational.”  But  it  is  to  say  that 
the  judgment  must  be  based  on  the  merits 
of  the  ingredients.  (See  October  1971  FD.A 
guidelines  on  combination  products,  page 
264,  this  issue.) 

The  Courage 
To  Do  Nothing 

“Activism”  is  a word  to  conjure  with  these 
days.  And  it  often  affects  our  medical 
procedures.  When  the  patient  and  the  family 
are  in  distress,  there  is  a natural  call  to  do 
something — to  do  anything  other  than  just  to 
sit  at  the  bedside.  The  famous  Luke  Fidelis 
portrait  of  the  doctor  at  the  bedside  of  the 
dying  child  portrays  him — so  it  seems — as  sit- 
ting there  looking  unhappy  but  doing  noth- 
ing. It  may  be  that  passivity  in  this  situation 
implies  our  helplessness,  and  no  one  likes  to 
be  thought  of  as  impotent.  One  thinks  of  one 
of  the  aphorisms  of  Hippocrates  to  the  effect 
that  if  what  you  can  do  may  do  harm,  it  is 
better  to  do  nothing — or  the  happy  phrase, 
“masterly  inactivity,”  coined  by  Osier. 

To  say  to  the  patient  or  family  “there  is  noth- 
ing I can  do”  takes  a lot  of  courage.  In  a way 
it  is  an  admission  not  only  of  defeat,  but  also 
of  retreat.  So  the  obvious  way  out  of  this 
embarrassment  is  to  try  one  more  injection, 
one  more  maneuver.  Yet  there  are  times  when 
the  doctor  must  have  the  courage  to  do  just 
that — to  do  notliing. 
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ORIGINAL  ARTICLES 


Effective  mental  health  centers  require  community 
participation. 

The  Promise  and  Problems 
of  Community  Mental 
Health  Centers* 


C.  Knight  Aldrich,  M.D./Newark 

Although  the  Community  Mental  Health 
Center  (CMHC),  as  currently  conceived,  is 
scarcely  a decade  old,  it  has  roots  which  go 
back  at  least  to  the  great  depression  which 
began  in  1929.  Prior  to  that  time,  the  Dar- 
winistic philosophy  (survival  of  the  fittest) 
pervaded  our  social  thinking.  By  the  mid 
I930’s,  however,  it  had  become  evident  that 
even  worthy  and  fit  people  might  need  help. 
This  concept,  that  society  as  a whole  had  a 
responsibility  to  its  citizens  in  trouble,  was 
one  of  the  roots  of  the  CMHC,  as  well  as  of 
public  housing,  Medicare,  and  social  security. 

Another  stimulus  to  the  CMHC  was  the 
development  of  the  tranquilizers,  which  en- 
couraged community  care  in  two  ways.  It  fa- 
cilitated early  discharge  from  mental  hospi- 
tals, and  thus  placed  large  numbers  of  the 
emotionally  disturbed  in  the  community. 
This  development  also  encouraged  the  aban- 
donment of  the  kind  of  biologic  fatalism 
which  made  so  many  of  us  feel  that  the  pa- 
tient in  the  back  ward  was  hopelessly  lost  to 
society. 

A third  factor  was  derived  from  social 
science  research.  Epidemiologic  studies  indi- 
cated that  people  in  the  bottom  economic 
and  social  classes  had  both  the  highest  inci- 
dence of  emotional  illness  and  the  poorest 
treatment  resources.  They  also  indicated  that 
there  was  much  more  emotional  illness,  even 


in  the  best  of  circles,  than  had  been  suspect- 
ed. A fourth  factor  was  the  reduction  in  the 
mental  hospital  population  in  Britain  and 
Scandinavia  in  the  1950’s,  which  made  us 
wonder  what  they  had  that  we  didn’t  have. 

A final  factor  was  the  increasing  communi- 
ty acceptance  of  the  mentally  ill,  which  in 
turn  can  be  related  to  three  developments. 
One  development  was  the  appeal  of  psycho- 
analysis to  the  more  sophisticated  classes,  be- 
ginning in  the  1930’s;  a second  development 
was  improved  public  education,  for  which 
the  mental  health  associations  deserve  pri- 
mary credit;  the  third  development  was  a re- 
duction in  the  degree  of  much  of  the  overt 
symptomatology  of  emotional  illness,  in  part 
due  to  the  newer  antipsychotic  and  tranquil- 
izer medications,  which  made  the  residual 
signs  more  acceptable  to  the  community. 

The  combined  impact  of  these  five  factors 
led  to  the  Community  Mental  Health  Center 
Act  of  19G3.  The  promise  implicit  in  this  act 
is  that  centers  will  be  established  all  over  the 
country  to  provide  five  services:  (1)  short- 
term inpatient  care  which,  it  was  hoped, 
would  eventually  make  our  huge  state  hospi- 
tals unnecessary;  (2)  partial  hospitalization 
or,  if  you  prefer,  transitional  care,  including 

•Dr.  Aldrich  is  Chairman  of  Psychiatry  at  the  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersey— New 
Jersey  Medical  School.  This  paper  is  adapted  from 
a talk  given,  by  invitation,  at  the  June  7,  1971,  meet- 
ing of  the  Mental  Health  Association  of  Essex  Coun- 
ty- 
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day  and  night  hospitals;  (3)  emergency  care 
and  swift  crisis  intervention;  (4)  outpatient 
care;  and  (5)  consultation  and  education  ser- 
vices available  to  the  community. 

Behind  these  services  lie  the  five  funda- 
mental concepts  of  catchment,  coverage,  con- 
tinuity, community  participation,  and  pre- 
vention. The  catchment  concept  establishes  a 
service  area  for  which  each  CMHC  is  respon- 
sible: an  area  including  a population  of  not 
less  than  75,000  and  not  more  than  200,000 
people.  The  coverage  concept  requires  the 
CMHC  to  care  for  all  of  the  emotionally 
disturbed  people  in  its  catchment — not  just 
those  with  acute,  recoverable  depressions  or 
neurotic  episodes,  but  the  chronically  ill,  the 
alcoholics,  the  addicts,  the  defectives,  the 
seniles,  and  those  in  the  hands  of  civilian 
authorities.  No  one  should  be  categorically 
excluded  because  his  diagnostic  label  doesn’t 
fit.  The  concept  of  continuity  requires  a 
smooth  and  uninterrupted  flow  of  care  by  the 
same  team.  The  concept  of  community  partic- 
ipation insists  on  participation  by  communi- 
ty leaders  as  well  as  by  academic  or  profes- 
sional leaders  in  planning  and  organizing  ser- 
vices, in  an  effort  to  insure  services  that  are 
“relevant”  to  the  community’s  needs.  The 
final  concept,  prevention,  includes  the  Child 
Guidance  Clinic  assumption  that  education 
can  prevent  mental  illness  from  developing, 
and  early  treatment  can  prevent  minor  ill- 
nesses from  becoming  severe.  It  also  includes 
rehabilitation,  prevention  in  the  sense  of  pre- 
venting relapse.  And  it  includes  prevention 
in  the  sense  that  reduction  in  social  condi- 
tions like  poverty  and  bigotry  should  reduce 
their  associated  mental  illness. 

To  realize  these  promises,  priorities  are  re- 
quired, since  almost  2,000  CMHC’s  would  be 
needed  to  service  a nation  of  200  million 
people.  In  New  Jersey,  Area  4 in  the  center 
of  Newark  was  granted  a high  priority;  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey  undertook  to  plan,  build,  and  operate 
the  Center,  assisted  by  Prospect  House  and 
the  Youth  Development  Clinic  of  Newark; 
and  federal  construction  and  staffing  grants 
were  awarded,  supplemented  in  each  case  by 


State  funding.  The  way  seemed  clear  to  estab- 
lish a model  CMHC. 

But  along  with  the  promising  blueprint 
came  some  problems,  problems  shared  by 
many  of  the  currently  operating  CMHC's, 
particularly  in  high  priority  urban  areas. 
These  problems  can  be  grouped  in  the  same 
conceptual  categories  as  the  promises:  catch- 
ment, coverage,  continuity,  community  par- 
ticipation, and  prevention.  The  catchment 
problem  rises  from  the  fact  that  few  of  the 
catchment  areas  are  well-defined  communities 
with  natural  boundaries  and  adequate  inter- 
nal transportation.  Newark,  for  example,  in- 
cludes one  complete  catchment  area  and 
parts  of  two  others.  Under  federal  guidelines, 
all  of  Newark  cannot  be  put  in  the  same 
catchment  area,  but  any  division  results  in 
artificial  “communities”  without  cohesiveness 
or  adequate  internal  public  transportation. 

The  coverage  problem  is  even  more  diffi- 
cult. The  frontiers  of  “mental  illness”  are  less 
clear  now  than  in  the  past;  homosexuality, 
marital  maladjustment,  and  school  truancy 
are  examples  of  conditions,  whose  inclusion  in 
the  category  of  “mental  illness”  is  now  at 
least  debatable.  But  the  incidence  and  preva- 
lence of  even  generally  accepted  forms  of 
mental  illness  are  beyond  the  capacities  and 
resources  of  any  CMHC  not  supplemented  by 
a network  of  private  resources.  So  the  Center 
must  give  priority  to  some  types  of  cases  over 
others.  But  how  shall  it  draw  the  lines? 
Should  it  reserve  inpatient  space  for  persons 
with  chronic  mental  illness  who  may  split  up 
the  space  with  patients  who  can’t  be  dis- 
charged, or  should  it  concentrate  on  the  more 
acutely  ill,  who  are  most  likely  to  improve 
spontaneously?  Should  it  concentrate  on  serv- 
ing children  or  adults?  The  need  for  chil- 
dren’s services  is  extreme,  but  more  adults 
than  children  can  be  treated  with  the  same 
quantity  of  resources.  Should  it  concentrate 
on  depressions,  which  generally  respond  to 
treatment,  or  on  addictions,  which  are  more 
troublesome  to  the  community?  Should  it  de- 
ploy most  of  its  resources  to  treatment  or  to 
prevention?  Should  it  concentrate  on  reduc- 
ing “medical”  causes,  or  should  it  focus  on 
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socio-economic  causes?  In  some  settings  a tug- 
of-war  develops  between  professionals  who 
want  to  concentrate  on  what  they  believe  they 
can  do  and  the  community  which  wants  ac- 
tion in  more  troublesome  areas  for  which  no 
effective  psychiatric  intervention  has  been 
demonstrated.  In  any  case,  mental  health  cen- 
ters must  establish  priorities,  either  by  plan 
or  fortuitously,  and  the  goal  of  complete  cov- 
erage does  not  appear  to  be  attainable. 

Continuity  problems  can  also  be  baffling. 
True  continuity  of  care  requires  the  same 
therapist  to  treat  the  patient  in  all  phases  of 
his  illness— in  emergency  room,  hospital,  tran- 
sitional care,  outpatient  clinic,  and  home 
care.  But  realizing  this  laudable  objective  is 
expensive  in  travel  time  and  cumbersome  in 
administration;  again,  the  limited  resources 
available  to  the  CMHC  force  a choice  of 
ideal  continuity  of  care  for  a small  fraction  of 
those  needing  care,  or  less-than-ideal  continu- 
ity for  a larger  proportion. 

The  major  problem  in  the  field  of  preven- 
tion is  reliance  on  untested  assumptions  of 
efficacy  of  such  allegedly  preventive  measures 
as  public  education  in  healthy  mental  atti- 
tudes. Crisis  intervention,  which  appears  to 
be  truly  preventive  in  bereavement,  has  been 
assumed  to  be  equally  effective  in  other  types 
of  crises.  It  may  very  well  be  as  effective,  at 
least  in  certain  other  crises,  but  the  assump- 
tion without  adequate  documentation  may 
have  led  us  unrealistically  to  expect  that  in- 
tervention in  any  form  of  crisis  will  prevent 
mental  illness. 

Another  problem  in  prevention  arises  from 
the  impact  of  morale  on  the  development  of 
mental  illness.  If  a family’s  morale  is  eroded 
because  of  rat-infested  housing,  inability  to 
get  a job,  victimization  by  discrimination, 
inadequate  nutrition,  and  other  social  and 
economic  factors,  does  the  mental  health  cen- 
ter have  the  duty  of  taking  an  activist  posi- 
tion on  race  relations,  poverty,  nutrition, 
housing,  and  unemployment?  How  much  of 
its  resources  should  be  committed  to  social 
action,  as  compared  to  clinical  activities? 


Does  so  much  emphasis  on  environmental, 
social,  and  institutional  change  mean  that  the 
individual  focus  may  become  blurred? 

On  the  other  hand,  the  child  guidance 
movement,  which  began  with  such  high 
hopes  in  the  1920’s  and  1930’s  has  not,  appar- 
ently, led  to  a commensurate  reduction  in  the 
rate  of  mental  illness,  so  that  the  value  of 
child  guidance  as  a preventive  device  has 
been  challenged.  This  is  not  to  question  the 
usefulness  of  psychiatric  clinics  for  children, 
but  the  evidence  is  that  the  clinic  is  justifia- 
ble for  the  help  it  gives  the  disturbed  child 
and  family  at  the  time,  and  not  because  it 
will  prevent  psychosis  ten  years  later. 

Community  participation  is  an  important 
modern  concept,  but  also  brings  problems.  If 
the  community  is  invited  to  participate  and 
advise,  will  it  consider  such  participation 
meaningless  unless  it  is  also  being  invited  to 
exercise  control?  Does  community  participa- 
tion in  mental  health  issues  extend  to  related 
but  not  intrinsic  issues  like  crime  prevention, 
housing  needs,  nutritional  deficiencies,  and 
the  like?  The  problems  of  the  city  are,  typi- 
cally, so  great  and  so  overwhelming  that  men- 
tal health  services  alone  are  not  going  to 
solve  them,  and  there  is  some  risk  that  setting 
up  a psychiatric  center  may  make  community 
leaders  feel  that  the  problems  are  being  ade- 
quately cared  for. 

As  it  now  stands,  the  community  mental 
health  centers  have,  by  and  large,  been  un- 
able to  live  up  to  the  ambitious  goals  that 
have  been  set  for  them.  With  our  personnel 
and  financial  resources  strained  as  they  are, 
there  seems  to  be  no  immediate  likelihood 
that  the  centers  can  be  sufficiently  expanded 
to  make  good  on  the  promises.  It  is  necessary, 
therefore,  to  scale  down  the  promises  to  real- 
istic levels.  We  need  to  make  some  changes; 
to  provide  greater  flexibility  in  the  definition 
of  catchment  areas,  to  aim  at  less  ambitious 
coverage  goals,  to  promote  better  participa- 
tion among  community  agencies  and  collabo- 
ration instead  of  competition  between  the 
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community  and  the  center,  to  stimulate  the 
prosecution  of  research  in  prevention,  and  to 
encourage — by  better  funding — professional 
people  to  work  in  low  income  areas. 

Citizens,  particularly  such  influential  citi- 
zens as  the  nation’s  physicians,  can  do  some- 
thing to  meet  these  needs.  They  can  extend 
their  efforts  to  educate  the  public  in  mental 
health  matters;  they  can  inform  members  of 
the  Congress  of  their  views  on  the  importance 
of  increasing  the  funding  for  the  training  and 


research  needed  to  keep  mental  health  activi- 
ties in  high  gear.  Here  in  New  Jersey,  they 
can  make  their  views  known  to  State  officials 
about  the  proposed  reformation  of  our  State’s 
mental  health  agencies.  They  can  help  com- 
munity mental  health  centers  in  recruitment, 
in  developing  good  will,  in  communication, 
in  promoting  centers  in  areas  that  need  them 
but  don’t  have  them,  and  in  exerting  the 
power  of  an  aroused,  well-informed  citizenry 
toward  better  prevention  and  care  of  the 
mentally  ill. 


100  Bergen  Street 


Proposed  Uniform  Alcohol  Act 


Secretary  of  Health,  Education,  and  Welfare 
Richardson  has  announced  HEW’s  endorse- 
ment of  the  “Uniform  Alcoholism  and  Intox- 
ication Treatment  Act’’  developed  by  the  Na- 
tional Conference  of  Commissioners  on  Uni- 
form State  Laws.  This,  if  passed,  would  make 
it  a State  policy  that  alcoholics  and  intox- 
icated persons  may  not  be  subjected  to  crimi- 
nal prosecution  because  of  their  consumption 
of  alcoholic  beverages.  It  would  require  that 
such  individuals  be  provided  treatment  for 
their  alcohol  problems. 

Secretary  Richardson  has  explained  that  this 
prototype  legislation  is  evidence  of  a break- 
through in  the  recognition  of  alcoholism  and 
public  intoxication  as  health  issues,  not  crimi- 
nal behavior. 

In  most  states,  public  intoxication  is  a crime, 
and  nationally  it  accounts  for  one-third  of  all 
arrests  and  one-half  of  all  persons  in  jail  in 
the  United  States  each  year.  “The  ineffec- 
tiveness of  the  current  laws  has  been  clearly 
demonstrated  in  high  recidivism  rates  and  by 
the  widespread  failure  to  meet  emergency 


treatment  needs  and  provide  medical  and  so- 
cial services  for  alcoholic  individuals.’’ 

The  proposed  act  stipulates  that  a Division  of 
.Alcoholism  be  established  within  the  state 
health  or  mental  health  department  to  take 
responsibility  for  making  services  available  to 
alcoholic  persons.  Under  this  act,  individuals 
would  receive  necessary  emergency  medical 
treatment  and  follow-up  care  involving  medi- 
cal, psychological,  and  social  services  rather 
than  be  detained  on  criminal  charges. 

Secretary  Richardson  has  sent  letters  to  the 
governors  of  all  states  urging  them  to  ask 
their  legislatures  to  adopt  the  act.  Enactment 
of  this  legislation  would  not  change  the  state’s 
laws  pertaining  to  driving  under  the  influence 
of  alcohol.  Civil  commitment  of  alcoholics,  in 
common  use  in  many  states  today,  would  be 
permissible  in  only  a limited  number  of  cases 
and  only  as  a last  resort  in  emergency  situa- 
tions. Further,  in  accordance  with  the  act’s 
preference  for  voluntary  treatment,  grounds 
for  involuntary  commitment  would  be  very 
limited  and  strict  procedural  safeguards 
provided. 


202 


THE  JOURNAL  OF  THE  MEHICAT  SOCIETY  OF  NEW  JERSEY 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there's  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Breahthe 

ulcer  drcuit 
to  hyperacidity, 
hypemiotility  and 

ulcer  pain. 


Pro-Banthine 

propantheline  bromide 

fl  Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure— all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  “insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curore-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eliects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. -p. 
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Helps  control 
the  underlying  problem- 
anxiety 


Miltowrf 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEC  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 
absorption.  rev.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  Information. 

kfri  WALLACE  PHARMACEUTICALS 
\^Cranbury,  N.J.  08512 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin-' VK 

Deltasone*’ 

Feminone® 

Oxylone* 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 

© 1972  The  Upjohn  Company 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


5,<ie 

He 

S' 

II 


NDC9  103-2 

E-Mycin®250"'9- 

1000 


Upjohn  has  been  able 
to  reduce  the  price  of 

erythromycin  without  reducing  the  quaHty  you  expect 
from  an  Upjohn  product. 

Keeping  quality  up 


and  cost  down 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Emergency  caie  in  Vietnam  has  ofjered  lessons  that 
can  be  applied  to  emergency  care  in  the  continental 
L niled  Stales. 


The  Prevention  of 
Death  After  Injuries* 


William  T.  Fitts,  Jr.,  M.D. /Philadelphia 

In  the  treatment  of  accidental  injury  the  gap 
between  what  can  be  done  and  what  is  being 
done  is  wider  than  for  any  other  disease. 
What  can  be  done  is  shown  by  the  record  of 
our  armed  forces  in  Vietnam.  Because  of 
rapid  evacuation  by  helicopter  many  more 
severely  injured  patients  are  living  long 
enough  to  reach  the  hospital — yet  the  re- 
sulting mortality  rate  is  the  lowest  we  have 
ever  known.  Such  care  is  not  being  provided 
for  many  in  this  country.  We  know  we  have 
the  people  and  the  facilities.  The  problem  is 
one  of  provision:  to  get  the  injured  patient 
to  the  right  people  and  the  right  facilities  at 
the  right  time. 

Many  will  not  recognize  the  magnitude  of  the 
trauma  problem.  Accidental  Death  and  Dis- 
ability: The  Neglected  Disease  of  Modern  So- 
ciety,^ published  in  1966  put  it  in  clear  per- 
spective. That  it  continues  to  grow  is  worth 
emphasizing,  however.  In  1969,  1 1.5, ()()()  died 
in  this  country  from  accidents.^ 

Although  deaths  from  accidents  rank  fourth 
— behind  heart  disease,  cancer,  and  stroke — 
the  number  of  productive  years  eliminated  by 
trauma  raises  it  to  third  place  of  the  killers, 
very  close  to  cancer.®  This  is  so  because 
trauma  is  the  prime  killer  of  the  young.  Al- 
most half  of  those  killed  from  accidents  are 
below  the  age  of  35,  and  of  the  total  number 
of  deaths  from  ages  1 to  35,  accidents  account 
for  almost  half.^  These  figures  concern  death 
only.  If  disability  and  cost  are  added  the 
total  loss  is  indeed  staggering.®  Each  year 


over  500,000,000  days  of  restricted  activity  are 
the  result  of  accidental  injury.  This  is  nearly 
20  j>er  cent  of  the  restricted  activity  from  all 
medical  causes.  Hospital  admissions  caused 
by  injury  result  in  the  utilization  of  over  22,- 

000. 000  hospital-bed  days.  It  is  the  le  .diiig 
cause  of  all  bed  utilization  in  general  hos- 
pitals. The  tangible  economic  loss  expressed 
as  costs  and  expenses  from  accidents  is  esti- 
mated by  the  National  Safety  Council  to  be 
over  122,000,000,000  a year.  Truly  the  loss  in 
life,  limb,  and  money  from  accidents  in  this 
country  is  staggering.  How  can  the  loss  be 
cut? 

If  the  treatment  of  the  injured  in  this  coun- 
try is  deficient,  does  the  deficiency  lie  chiefly 
in  emergency  care  and  transportation  (Phase 
I)  or  in  the  hospital  (Phase  II)?  In  my 
opinion  both  are  sick.  To  support  this 
statement  let  me  cite  four  recent  studies  in 
this  country. 

1.  Frey,  Huelke,  and  Gikas,'  reported  159  deatlis  from 
automobile  accidents  in  one  county  in  Michigan. 
Complete  autopsies  were  done  on  all  victims,  and  the 
anatomy  of  the  accident  was  studied  in  detail. 
Twenty-eight  of  these  deaths  were  felt  to  be  salvage- 
able. and  all  but  two  occuiTed  in  Phase  1.  Their 
prevention  would  have  required  better  resuscitation 
and  transportation.  .Salvage  in  almost  all  would  have 
been  accomplished  by  an  adequate  airway,  intraven- 
ous fluids,  and  the  insertion  of  chest  tubes. 

All  of  the  salvageable  deaths  occurred  in  Phase  I 
(emergency  care  and  resuscitation)  . This  is  explained 


•This  was  the  .Annual  Trauma  Oration  of  the  Ameri- 
can College  of  Surgeons  (New  Jersey  Chapter) , de- 
livered on  May  15,  1971  during  the  205th  Annual 
Meeting  of  The  Medical  Society  of  New  Jersey,  At- 
lantic City.  Dr.  Fitts  is  Professor  of  Surgery  at  the 
University  of  Pennsylvania  and  editor  of  The  Journal 
of  Trauma. 
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by  certain  factors  in  this  study.  Many  accidents  were 
in  rural  areas,  long  distances  from  hospitals;  30  miles 
or  more  for  30  patients.  Almost  all  went  to  only 
three  hospitals,  all  with  good  Emergency  Departments 
and  staffs,  where  one  would  expect  expert  hospital 
care  for  the  injured. 

2.  Another  study  indicates  that  many  preventable 
deaths  occur  in  Phase  I.  Waller®  found  that  a dis- 
proportionate number  of  deaths  from  injury  are  in 
rural  areas,  due  to  lack  of  good  transportation  and 
the  ready  availability  of  good  hospitals.  Mortality 
from  motor  vehicle  accidents  was  higher  in  rural  and 
mountain  counties  in  California  than  in  urban  coun- 
ties. The  National  Safety  Council  reports  that  70 
per  cent  of  the  motor  vehicle  deaths  occurred  in  com- 
munities with  populations  under  2500.  Thus,  if 
deaths  in  Phase  I are  to  be  diminished,  there  is  a 
special  need  for  rural  areas. 

3.  But  all  is  not  well  in  our  cities  either.  A study 
that  we  did  in  Philadelphia”  showed  that  the  chief 
deficiencies  in  this  urban  setting  lay  in  hospitals.  We 
analyzed  950  deaths  from  injuries  and  classified  51  as 
salvageable.  Of  these,  all  but  two  died  because  of 
errors  made  at  the  hospital.  Chief  among  these  were: 

(1)  failure  to  maintain  an  adequate  blood  volume; 

(2)  errors  in  diagnosis;  and  (3)  failure  to  provide 
specialized  care  early  enough.  Transportation  of  the 
victims  was  usually  rapid.  Since  almost  all  were  taken 
to  the  nearest  of  41  hospitals,  many  were  treated  in 
hospitals  that  had  less  than  ideal  facilities  or  avail- 
ability of  staff.  Examples  of  clearly  preventable 
deaths  were: 

(a)  Patients  with  fractures  of  the  pelvis  with  retro- 
peritoneal hemorrhage  who  were  not  given  enough 
blood  because  of  lack  of  an  adequate  blood  bank. 

(b)  Patients  with  a ruptured  spleen  or  liver  who 
died  of  hemorrhage  because  of  missed  diagnoses  or 
insufficient  blood. 

(c)  Deaths  from  tetanus  due  to  lack  of  debridement 
of  wounds  and  proper  tetanus  prophylaxis. 

4.  A Baltimore  study  by  Baker,  Gertner,  Rutherford, 
et  al,’‘  confirms  our  finding  that  in  an  urban  set- 
ting most  preventable  deaths  from  injuries  occur  in 
Phase  II— within  the  hospital.  This  was  a study  of 
deaths  from  automobile  accidents  in  which  complete 
autop.sies  showed  that  an  intra-abdominal  injury  was 
a prime  cause  of  death.  The  hospital  records  were 
completely  analyzed  and  a judgment  was  made  that 
one-half  could  have  been  saved  by  prompt  diagnosis 
and  treatment.  More  than  one-third  died  because 
inadequate  treatment  was  given  for  shock.  In  almost 
one-half,  the  patients  were  either  not  operated  on, 
or  the  delay  before  operation  was  excessive,  despite 
symptoms  demanding  operation.  There  was  a dis- 
proportionately large  number  of  deaths  in  x-ray  de- 
partments, at  night,  and  in  hospitals  not  adequately 
staffed  or  equipped  to  care  for  the  severely  injured 
or  critically  ill. 

Prevention  of  Deaths  in  Phase  I 

Because  of  the  recognized  shortage  of  physi- 
cians for  all  categories,  I believe  the  person- 
nel for  Phase  I should  come  from  superbly 
trained  auxiliary  medical  personnel. 

Emergency  Medical  Technician  (EMT)  is 


the  term  used  to  designate  auxiliary  medical 
personnel  trained  in  the  care  of  injuries  and 
medical  emergencies.  Great  plans  are  being 
made  for  the  role  these  men  will  play  in 
medical  emergencies  this  decade.  The  EMT 
will  have  the  ability  to  work  in  the  hospital 
as  well  as  in  resuscitation  ambulances  and  in 
helicopters.  Ideally,  he  should  be  able  to 
perform  endotracheal  intubation,  insert  chest 
tubes,  start  intravenous  infusions,  and  per- 
form cardiopulmonary  resuscitation.  He  must 
be  given  legal  protection  for  the  skillful  per- 
formance of  these  procedures. 

Some  government  and  medical  organizations 
in  the  United  States  have  long  recognized  the 
need  for  the  better  training  of  ambulance 
personnel.  This  includes  the  American  Col- 
lege of  Surgeons.  The  Highway  Safety  Act 
of  1966  has  provided  new'  impetus  and  an  op- 
portunity for  funding.  Under  provisions  of 
this  Act  the  Highway  Safety  Bureau  pub- 
lished Highway  Safety  Program  Standard  No. 
11,  Emergency  Medical  Services,  which  recom- 
mends that  all  ambulances  be  equipped  wdth 
certain  lifesaving  equipment  and  manned  by 
at  least  two  persons  trained  in  specified  areas 
of  emergency  care.  Minimum  standards  have 
been  sjaelled  out. 

common  basic  training  course  has  been 
made  the  first  step  to  increase  the  professional- 
ism of  ambulance  personnel.  Improved  train- 
ing should  elevate  their  status  and  justify  in- 
creased pay  scales,  now  extremely  low  for 
such  highly  skilled  services.  Corpsmen  from 
the  military  should  find  a career  as  an  EMT 
attractive  after  separation  from  the  service. 
About  35,000  medically  trained  and  experi- 
enced allied  health  personnel  leave  the  Armed 
Forces  each  year.^  Many  enter  civilian  health 
careers;  yet  up  to  now  their  utilization  has 
been  minimal.  To  increase  their  flow  to 
civilian  health  jobs,  the  Departments  of  De- 
fense and  Health,  Education,  and  Welfare 
have  set  up  a program  called  MEDIHC — 
Military  Experience  Directed  into  Health 
Careers. 

A text  on  emergency  medical  care,  prepared 
by  the  Committee  on  Injuries  of  the  American 
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Academy  ol  Orthopedic  Surgeons  (in  co- 
operation with  the  American  College  of  Sur- 
geons) has  been  selected  as  the  basic  refer- 
ence for  these  courses.  This  text,  Emergency 
Care  and  Transportation  of  the  Sick  and  In- 
jured, consists  of  59  chapters  and  was  pidt- 
lished  in  1971.  ft  is  available  for  |4.95  from 
the  Academy  of  Orthopedic  Surgeons.  Fur- 
thermore, a National  Registry  of  Emergency 
Medical  Technicians— Ambidance  has  been 
established  with  the  cooperation  of  the 
American  Medical  Association.  Its  directors 
are  representatives  of  six  national  organiza- 
tions whose  members  are  now  providing 
emergency  ambulance  services,  and  four  physi- 
cians. 

Can  better  training  ol  EMd”s  save  lives?  A 
project  initiated  by  the  Nevada  Committee'“ 
on  Trauma  of  the  College  stiggests  that  it  can. 
Nevada  had  been  reported  as  the  state  with 
the  highest  death  rate  from  automobile  ac- 
cidents. In  1966,  14  injured  persons  died  in 
that  state  while  in  transport  and  15  died  in 
transport  in  1967.  After  the  program  of 
training  began,  only  four  died  in  1968  and 
four  in  1969. 

Instruction  of  Emergency  Medical  Tech- 
nicians is  the  responsibility  of  physicians. 
Although  lay  instructors  may  be  necessary 
under  certain  circumstances,  standards  must 
be  set  by  the  medical  profession. 

The  use  of  helicopters  for  transportation  of 
the  injured  has  been  successfid  in  Korea  and 
Vietnam,  with  the  average  time  between  in- 
jurv  and  admission  being  about  three  hours 
in  Korea,  and  less  than  an  hour  and  a half 
in  Vietnam. 

The  exact  valtie  of  helicopters  under  civilian 
conditions_has  not  been  determined.  Their 
use  is  now  being  tested  in  several  areas.  In 
Southwest  Texas,  Project  MAST  (Military 
Assistance  to  Safety  and  Traffic)  is  an  attempt 
to  apply  to  civilian  situations  the  rapid  heli- 
copter evacuation  technics  learned  on  the 
battlefield.  Sponsored  jointly  by  the  Depart- 
ments of  Transportation  and  Defense,  MAST 
provides  crews  and  helicopters  for  highway 


accidents,  emergency  medical  supplies  (in- 
cluding coral  snake  anti-venom),  and  for  re- 
moving patients  from  small  remote  hospitals 
to  facilities  better  able  to  render  life-saving 
care.  MAST  was  initiated  in  1970  as  a six- 
month  pilot  program.  Hopefully,  it  will 
serve  as  a model  for  similar  operations  in 
other  communities.  Last  year,  Roberts”  re- 
ported on  the  use  of  helicopters  in  the  central 
Ohio  area.  total  of  50  patients  were 
evacuated  by  “Medicopter”  to  the  University 
Hospital  in  Columbus,  Ohio  during  a two 
and  one-hall  year  jjeriod.  'Ewenty-loui  of 
the  twenty-five  (96  jier  cent)  eva'uated  di- 
rectly from  the  accident  scene  survived. 

Ehirteen  of  twenty-five  patients  (52  per  cent) 
transferred  by  “Medicojjter”  from  community 
hospitals  survived.  Six  of  thirteen  patients 
who  would  potentially  have  been  dead  on 
arri\al  by  the  usual  means  of  transfer  sur- 
vived to  leave  the  hospital.  Two  patients 
with  spinal  cord  trauma  had  reduced  mor- 
bidity. 

Prevention  of  Deaths  in  Phase  II 

The  standards  for  classifications  of  emergency 
services  will  .serve  as  a guide  to  individual 
hospitals  to  provide  the  facilities  and  man- 
power needed  to  conform  to  their  position  in 
the  community.  Guidelines  have  been  de- 
veloped by  50  physicians  and  government  rep- 
resentatives. The  AM,\’s  Commission  on 
Emergency  Medical  Services  has  suggested  out- 
lines for  standardizing  the  categorization  of 
hospital  emergency  centers  according  to  their 
professional  and  allied  health  stalfs  and  their 
facilities  for  specialized  services.  The  four 
major  types  of  hospitals  thus  cla.ssified  are: 
comprehensive  emergency  medical  center, 
major  emergency  medical  center,  general 
emergency  treatment  hospital,  and  resuscita- 
tion and  emergency  treatment  hospital.  In- 
formation on  the  emergency  categories  will 
be  released  regionally  to  community  councils, 
ambulance  .services,  and  other  concerned 
gronjxs.  Wdien  this  is  done  emergency  crews 
will  know  which  hospitals  have  the  facilities 
to  care  for  each  individual  patient.  This 
would  allow  a severely  injured  patient  to  be 
taken  to  the  hospital  best  etpiipped  to  man- 
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age  him,  and  allow  the  hospital  to  be  fore- 
warned of  his  arrival  by  communication  be- 
tweett  resuscitation  ambulance  and  the  hos- 
pital. 

Classification  of  hospitals  into  four  types 
must  not  depend  on  the  Emergency  Depart- 
ment alone,  but  on  the  over-all  capability  of 
the  hospital  and  its  staff. 

Some  authorities,  chiefly  outside  the  United 
States,  believe  that  the  care  of  the  injured 
patient  is  best  done  in  a specialized  trauma 
hospital,  by  a traumatologist  capable  of  treat- 
ing injuries  to  many  systems.  Bohler^^ 
Austria,  in  a recent  symposium  on  organiza- 
tion for  trauma  care,  described  the  Austrian 
system.  The  network  of  trnuma  hospitals  in 
Austria  already  comprises  a total  of  about 
2,000  beds.  In  these  hospitals  traumatologists 
care  for  all  injured  patients.  One  doctor  is 
in  full  charge  of  the  patient.  He  is  usually 
capable  of  the  initial  care  of  all  injured 
systems.  If  a surgical  specialist  is  needed  on 
occasion,  he  is  called  to  the  trauma  hospital. 
Bohler’^  stated  that  the  results  of  this  spe- 
cialized organization  have  been  spectacular. 
Whereas,  the  number  of  injured  jiersons  is 
slowly  increasing,  the  number  of  deaths  from 
trauma  is  decreasing  slowly  and  the  number 
with  permanent  disability  is  decreasing 
rapidly. 

Most  authorities  in  this  country  believe  that 
the  injured  patient  is  best  cared  for  in  a 
general  hospital  on  a special  trauma  service, 
stalled  by  a team  of  specialists,  with  a clearly 
defined  team  captain  with  full  resjxtnsibility. 
The  injured  jtatient  is  the  focus,  and  the 
necessary  specialists  are  brought  to  him.  Yet 
there  is  a glaring  deficiency  in  the  team  ap- 
]jroach  as  ciuTently  practiced.  Too  often,  the 
jjatient  is  divided  into  systems,  and  each  spe- 
cialist assumes  the  responsibility  for  his  organ 
only  and  not  lor  the  patient  as  a whole. 
When  this  happens,  the  j>atient  may  get  ex- 
cellent care  for  his  facial  deformities  and  a 
jterlect  reduction  of  his  fractured  ankle,  but 
die  of  a ruptured  spleen  or  a hemopneumo- 
thorax.  For  an  injured  patient,  the  team  is 
only  as  good  as  the  coordination  of  its  in- 


dividual units. 

That  the  existing  organization  of  hospital 
personnel  for  care  of  the  injured  and  other 
emergencies  is  not  ideal  may  be  indicated  by 
the  recent  formation  of  three  new  organiza- 
tions: 

The  .•\merican  College  of  Emergency  Physi- 
cians was  chartered  in  1968.  Its  members  de- 
scribe a new  specialty:  emergency  medicine. 
They  state  that  this  specialty  has  evolved 
primarily  because  an  ever-increasing  number 
of  patients  are  seeking  professional  service  in 
hospital  emergency  departments.  Reasons 
cited  are:  the  growth  in  population  and  mo- 
bility, the  increased  incidence  of  trauma,  and 
a general  decline  in  the  number  of  practicing 
physicians  accepting  new  patients.  The 
ACEP  is  growing  rapidly.  .According  to  its 
January  1971  report,  members  numlier  1878 
and  represent  49  states. 

When  we  realize  that  only  about  20  per  cent 
of  our  general  hospitals  have  available  in- 
terns or  residents  they  can  assign  for  duty  in 
the  emergency  department,  the  need  for 
some  new  plan  is  obvious.  Rotation  of  the 
attending  staff  has  usually  not  proved  satis- 
factory and  the  failure  of  this  ajijnoach  has 
fostered  the  growth  of  the  fulltime  emergency 
physician. 

Some  have  expressed  the  fear  that  the  full- 
time emergency  j^hysician  may  result  in  an 
inferior  or  .second  grade  physician  in  the 
extent  of  his  training.  Tho.se  interested  in 
trauma  need  to  aim  particularly  for  com- 
pletely trained  emergency  .service  coverage. 
Quality  of  care  must  be  the  first  considera- 
tion. .\t  the  same  time  we  must  protect  the 
young  graduate  from  making  any  move 
which  may  narrow  his  opportunities  and 
usefulness  throughout  the  rest  of  his  life, 
since  this  tyj>e  of  emergency  care  is  consid- 
ereil  a permanent,  not  a temporary  jnofes- 
sion. 

Since  hospital  emergency  departments  have 
Itecome  the  general  practice  headtjuarters  for 
communities  at  nights  and  on  weekends,  all 
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medical  prol)lems  are  Iimneled  here,  emer- 
gency and  non-emergency.  Can  one  man  be 
trained  lo  handle  all  ol  these  problems  ex- 
pertly? Is  this  not  again  saying  that  we  can 
train  one  man  in  all  specialties?  Is  emer- 
gency medicine  a true  discipline  which 
shoidd  have  a separate  department  in  onr 
schools  ol  medicine?  Although  this  system 
is  growing  and  obviously  filling  a need,  is  it 
the  ideal  w'ay  to  provide  emergency  health 
care?  The.se  cpiestions  need  answers  now%  and 
a committee  ol  the  American  National  Red 
Cross  is  studying  them. 

rite  University  Association  for  Emergency 
Medical  Services  was  developed  in  1969  when 
six  young  university  emergency  department 
directors  met  to  discuss  their  common  prob- 
lems. They  felt  the  need  for  an  organization 
concerned  with  planning  and  delivery  of 
emergency  medical  services,  especially  in  uni- 
versities. At  an  organizational  meeting^®  the 
attendance  of  138  individuals  representing 
96  of  119  medical  schools  in  the  United 
States  and  Canada  showed  great  interest  in 
such  an  organization.  The  charter  meeting 
in  1970  was  highly  successful  and  their  first 
annual  meeting  was  held  in  1971. 

The  University  Association  for  Emergency 
Medical  Services  is  composed  of  university 
surgeons,  anesthesiologists,  and  internists. 
The  organizers  feel  that  these  activities  are 
not  receiving  adequate  academic  recognition, 
and  that  the  university  emergency  depart- 
ment director  has  need  of  assistance  in  estab- 
lishing the  academic  basis  for  his  activities. 
The  University  Association  for  Emergency 
Medical  Services  is  attempting  to  complement 
rather  than  to  compete  with  other  groups 
having  similar  aims. 

The  .American  Society  for  Critical  Care  Medi- 
cine developed  from  a conference  group  on 
rritical  care  medicine  which  met  in  1970 
under  the  chairmanship  of  Dr.  Max  H.  Weil. 
The  members  include  surgeons,  internists,  and 
anesthesiologists.  At  the  conference,  leaders 
in  the  field  recognized  the  formidable  orga- 
nizational })roblems  that  have  evolved  from 


the  .segmentation  of  critical  c are  services.  They 
stress  the  important  role  of  nursing  and  paia- 
medical  staff  and  urge  a close  liaison  with  en- 
gineering, computer  technology,  and  related 
technical  re.sources.  Uniform  agreement  was 
expressed  on  the  advantages  of  a formally 
based  interdisciplinary  a])proach  to  the 
treatment  of  the  critically  ill.  I'he  formid- 
able problems  of  training  directors  for  critical 
care  facilities  w'ere  recognized.  Young  physi- 
cians entering  this  field  from  various  s])ecial- 
ties  fear  the  loss  of  traditional  identification 
and  potential  isolation  that  might  stem 
therefrom  in  their  continuing  relationshij) 
w'ith  other  colleagues. 

The  nurse  is  a vital  part  of  the  emergency 
team.  Often  she  (or  he)  may  be  the  only 
person  on  the  scene.  The  nurse’s  decisions 
must  be  rapid  and  she  must  be  well  trained. 
Many  nurses  are  attracted  to  this  work,  and 
we  must  take  the  initiative  in  organizing 
tiaining  courses  for  them.  We  must  not  teach 
nursing  care,  but  rather  medical  care  that 
nur.ses  can  perform.  That  nurses  are  inter- 
ested is  evidenced  by  the  experietice  of  the 
Chicago  Gommittee  on  Trauma  over  the 
last  four  years. Their  courses  began  in 
1967  and  have  been  received  with  increasing 
enthusiasm.  I'he  first,  one  and  one-half  days 
in  length,  was  attended  by  over  200  registered 
nurses.  The  third  was  attended  by  over  1,000 
nurses  from  43  states  and  two  foreign  coun- 
tries, and  lasted  three  days.  The  material 
presented  at  these  courses  is  at  the  level  of 
the  third  year  of  medical  school,  but  the 
nurses  have  requested  intensification  of  the 
curriculum. 

The  Emergency  Dej>artment  Nunses  Associa- 
tion'^ (EDNA)  was  incorjx>rated  in  1970.  For 
its  symbol  it  chose  the  roadrunner.  EDNA  is 
an  important  step  forward  in  the  care  of 
critically  injured  and  ill  patients.  Physicians 
in  charge  of  emergency  departments  want 
top  caliber  nurses  in  their  departments,  and 
must  train  them  thoroughly.  From  the  initial 
rcsjronse  to  the  formation  of  EDNA,  it  ap- 
pears that  many  nurses  are  interested  in  this 
type  of  rvork. 
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Communications 

Allow  me  to  assess  the  continuing  education 
of  physicians  in  the  field  of  trauma  by  refer- 
ence to  The  Journal  of  Trauma,  sponsored 
by  The  American  Association  for  the  Surgery 
of  Trauma.  I have  been  associated  with  it 
since  its  inception  ten  years  ago,  and  in  1969, 
succeeded  Dr.  Rudolf  J.  Noer  as  its  editor. 
Dr.  Noer,  beginning  under  less  than  ideal 
circumstances,  developed  the  Journal  into  a 
viable,  growing  agent.  The  experience  of  the 
Journal  may  be  a gauge  of  the  level  of  in- 
terest of  the  surgeons  of  this  country  in 
trauma. 

Prevention  of  Injuries 

Up  to  now  1 have  said  little  about  the  pre- 
ventioji  of  accidents.  Yet  the  swiftest  results 
could  probably  be  obtained  by  ])ievention. 
The  use  of  seat  belts,  championed  early  by 
the  Committee  on  Trauma,  has  proved  that 
many  deaths  can  be  prevented  by  safety 
measures.  Physicians  can  help  most  in  the 
prevention  of  accidents  by  providing  expert 
knowledge  for  lay  groups  such  as  the  Na- 
tional Safety  Council  and  the  newly  formed 
American  d rauma  Society  and  by  jjiomoting 
safety  measures  through  researth,  education, 
and  legislation.  1 hope  each  of  you  will  sup- 
port the  American  Trauma  Society  and  will 
help  to  interest  citizens  in  its  supj)ort.  This 
Society  gives  us  an  opportunity  to  interest  the 
laymen  in  his  own  health  j>roblems — in  this 
instance  a problem  wheie  knowledge  tvill 
give  him  an  unusual  o]j|)ortunity  to  helj) 
himself  and  his  fellow  man,  since  he,  and 
not  the  physician,  will  almost  ahvays  be  the 
first  on  the  scene  of  an  accident. 

Much  needs  to  be  accomjjlished  toward  ac- 
cident prevention  in  relation  to  alcohol  and 
drugs.  Little  research  exists  concerning  the 
effects  of  drugs  on  driving  ami  accidents. 
With  alcohol,  the  statistics  are  staggering. 
The  drunken  driver  has  been  called  Public 
Enemy  Number  One,  and  drinking,  accord- 
ing to  the  National  Safety  Ciouncil,  is  known 
to  be  a factor  in  half  of  the  fatal  automobile 
accidents.  One  such  death  occurs  every 


eighteen  minutes,  amounting  to  28,700  deaths 
per  year.^ 

The  Synthesis 

If  1 have  presented  my  case  well,  you  should 
agree  with  me  that  trauma  is  a subject  of 
great  interest  to  many  groups  at  the  present 
time.  However,  cooperation  and  coordina- 
tion are  lacking.  \Ve  see  big  wheels  and 
little  wheels,  all  revolving  in  different  direc- 
tions and  on  different  axes.  ^Ve  need  axles 
and  a common  direction  to  make  our  wagon 
go.  Responsibility  and  authority  must  be 
clearly  defined  at  the  community  level,  as 
well  as  at  the  national  level. 

Superb  care  for  the  wounded  is  being  pro- 
vided in  \'ietnam,  so  we  know  that  it  can  be 
done  in  the  United  States.  Centralization  of 
authority  could  be  accomplished  by  the 
establishment  of  a Presidential  Ciommission 
on  Emergency  Medical  Services  as  suggested 
by  the  .Airlie  Conference,’®  or  by  a group  of 
the  National  .Academy  of  Sciences.  The  tools 
are  available.  Enough  men  and  women  for 
the  job  are  in  our  population,  but  they  must 
be  recruited  and  trained.  Enough  organiza- 
tions are  interested.  Coordination,  coopera- 
tion, and  leadershiji  are  needed. 
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Artificial  and  Transplanted  Organs 


The  first  successful  transplantation  of  an  in- 
ternal organ— a kidney— took  place  more  than 
a dozen  years  ago.  Today  the  transplantation 
of  internal  organs  is  still  a highly  experimen- 
tal procedure  but  results  have  greatly  im- 
proved. The  transfer  of  some  organs,  notably 
the  kidney,  has  become  a relatively  reliable 
clinical  procedure. 

According  to  the  Transplant  Registry  of  the 
American  College  of  Surgeons,  there  have 
been  7,581  kidney  transplants  attempted 
throughout  the  world,  from  1953  to  Novem- 
ber 1,  1971.  There  are  approximately  3,000 
reported  survivors.  One  recipient  who  re- 
ceived a kidney  from  an  identical  twin  has 
survived  16  years  after  transplant. 

Twenty-eight  heart  transplant  recipients  are 
currently  alive,  nine  having  survived  three 
years  or  longer  after  surgery.  There  has  been 
a great  decline  in  the  number  of  heart  trans- 
plants performed  since  1968.  In  that  year  101 
were  performed  in  all  countries;  in  1970  the 
figure  was  17.  This  has  been  attributed  partly 
to  disappointment  with  the  results,  and  partly 
to  the  recently  expanded  technics  in  direct 
coronary  artery  surgery.  Two  such  methods 
are  the  coronary  endarterectomy,  in  which 
blockages  are  removed  from  the  vessel  leading 
to  the  heart;  the  other  is  coronary  artery  by- 
pass, in  which  a vein  from  the  leg  is  used 
to  bypass  a blockage  in  the  heart’s  blood 
vessels. 


Many  other  organs  have  also  been  trans- 
planted with  varying  success:  liver,  lung  and 
heart;  pancreas;  ovary;  and  bone  marrow. 

Increasing  success  is  in  large  part  due  to  bet- 
ter understanding  of  the  immunologic  pro- 
cesses by  which  the  human  body  rejects  for- 
eign tissue.  A battery  of  drugs  is  now  avail- 
able to  suppress  the  immunologic  attack 
which  the.  recipient’s  body  mounts  against  a 
transplant. 

W’ork  is  now  proceeding  on  the  development 
of  an  artificial  pancreas  for  diabetics  that 
woidd  secrete  insulin.  A new  type  of  heart 
pump  has  been  devised  by  Dr.  Adrian  Kan- 
trow'itz  with  an  inner  coating  less  likely  to 
trigger  blood-clotting  problems  that  plagued 
earlier  implants.  It  is  made  of  silicone  rubber 
and  termed  a “patch  booster.’’ 

An  innovation  in  electronic  heart  pacemakers 
is  the  result  of  the  efforts  of  a Columbia  Uni- 
versity engineer  and  a team  of  Israeli  re- 
searchers. Its  nickel-cadmium  batteries  can  be 
recharged  by  transmitting  radio  frequency 
power  through  the  patient’s  skin.  A bio^ 
gahanic  cell  that  generates  enough  power  to 
operate  a pacemaker  is  undergoing  animal 
tests  in  Philadelphia.  Cunent  non-recharge- 
able  models  depend  on  mercury  cells  that 
must  be  replaced  by  a surgical  o{>eration,  ex- 
posing the  patient  to  added  risk. 
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T^ical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  arcdety 
accompanying; 
congestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  rnay  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido-all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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For  Treatment  of: 


RELEASES  NICOTINIC  ACID 
2 WAYS 


QUICKLY  OP  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 
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NOT  TIMED 

LIPO-NICIN'/100mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 
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Ascorbic  Acid  150  mg. 
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SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
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In  starvalioii  diet  the  patients  will  lose  weight,  but 
that  isn’t  all  he  will  lose. 


Megaloblastic  Anemia 


Resulting  From 


Rene  L.  DeCeuninck,  M.D./ 

New  Brunswick 

The  usual  causes  of  megaloblastic  anemia 
include  impaired  absorption  of  Vitamin  B-12 
or  of  folic  acid.  Generally  the  hepatic  stores 
of  \'itamin  B-12  are  adecpiate  for  several  years, 
even  following  total  gastrectomy.  Malabsorp- 
tion syndromes  are  more  likely  to  result  in 
folic  acid  deficiency. 

A case  of  extremely  severe  megaloblastic 
anemia  was  encountered  in  a patient  whose 
diet,  surprisingly,  contained  large  amounts  of 
folic  acid  but  was  grossly  deficient  in  other 
elements,  particularly  proteins. 

A 23-year  old  woman  was  admitted  to  the  Middlesex 
General  hospital  with  profound  weakness,  mental 
confusion,  and  restlessness.  She  was  extremely  pale. 
Blood  count  revealed  her  hemoglobin  to  be  2.3  grams 
and  her  hematocrit  6.5.  Red  blood  cells  on  the  smear 
included  many  macrocytes  and  microcytes,  pencil 
forms  and  teardrop  forms,  and  much  rouleau  forma- 
tion. Leukocyte  count  was  4,400  with  73  per  cent 
lymphocytes  and  27  per  cent  neutrophils,  many  of 
which  were  hypersegmented.  Reticulocyte  count  was 
I per  cent.  Platelet  count  was  greatly  reduced  (2,000)  . 
Hemorrhages  were  seen  in  the  fundi  and  the  urine 
contained  large  numbers  of  red  blood  cells,  fhere 
were  many  red  blood  cells  in  the  cerebrospinal  fluid. 

During  the  past  six  years  she  had  been  admitted  to 
this  hospital  for  pyelocystitis,  dysmenorrhea,  chronic 
cervicitis,  and  pelvic  inflammatory  disease.  On  a few 
of  these  occasions  she  had  mild  anemia  for  which  no 
cause  was  ascertained.  Tests  for  sickling  were  re- 
peatedly negative.  She  was  delivered  of  a healthy 
baby  2i/2  years  before  admission.  Before  delivery  she 
was  found  to  have  hemoglobin  9,  hematocrit  28.  The 
hemoglobin  dropped  to  7,  the  hematocrit  to  21  follow- 
ing cesarean  section.  She  was  transfused  and  given 
iron  tablets. 

From  that  time  on  she  began  to  gain  weight  ra[)idly. 
Five  months  before  her  latest  admission  site  weighed 
240  pounds.  She  decided  to  follow  a starvation  diet 
and  took  only  small  amounts  of  solid  food,  chiefly  raw 
vegetables  and  fruits.  She  drank  only  w'ater  and  fruit 
juices.  During  the  ensuing  months  she  lost  a hundred 
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Starvation  Diet 


pounds  and  grew  increasingly  weaker.  One  week  before 
admission  she  became  acutely  ill  with  headache, 
nausea,  fever,  and  generalized  weakness.  On  the  day 
before  admission  she  developed  diarrhea  and  had  a 
fainting  spell. 

On  admission,  she  was  disoriented  and  confused. 
There  was  a rough  pansystolic  murmur  at  the  base. 
The  liver  edge  was  felt  one  fmgerbreadth  below  the 
costal  margin.  The  spleen  was  not  palpable.  The  deep 
reflexes  were  barely  obtainable  but  there  was  no 
sensory  defect.  Because  of  her  desperate  condition  she 
was  transfused  at  once  with  four  units  of  whole 
blood  and  twelve  units  of  packed  red  blood  cells. 
During  the  first  night  of  hospital  stay  she  vomited 
once  and  had  two  convulsive  seizures,  for  which  she 
W’as  given  Dilantin.®  Spinal  tap  was  completely  nega- 
tive. Following  this  episode  she  recovered  gradually 
and  48  hours  after  admission  the  hemoglobin  was  9.9, 
hematocrit  29.  She  now  became  fully  conscious. 

I'he  laboratory  findings,  in  addition  to  the  hemato- 
logic picture  described  above,  included  the  following: 
Serum  enzymes  were  elevated,  SCOT  being  1350, 
SGPT  460,  LDH  .500,  and  GPK  8.8.  Fhe  direct  Coombs 
test  was  negative.  Bone  marrow  examination  revealed 
megaloblastic  marrow  with  adequate  stainable  iron, 
decreased  megakaryocytes,  and  vacuolization  of  the 
granulocyte  series. 

The  patient  was  placed  on  oral  folic  acid,  15  milli- 
grams a day  and  responded  with  a marked  rise  in 
reticulocyte  count  so  that  by  the  sixth  day  the  reti- 
culocyte count  had  risen  to  6.1  per  cent  and  by  the 
8th  day  to  10.2  per  cent.  Hemoglobin  rose  steadily  and 
on  discharge  was  12.  Hematocrit  was  36.  Platelet  count 
rose  to  296,()0().  and  the  leukocyle  differential  count 
became  normal. 

Serum  level  of  \'iiamin  B-12  w'as  above  normal  (830 
|)icograms  per  milliliter.)  Serum  folate  level  was  less 
than  2 mmeg.  ])er  milliliter,  (iastric  analysis  revealed 
adequate  secretion  of  acid.  .Stool  examination  was 
tiormal;  there  were  no  ova  or  |>arasites.  Gastrointestinal 
\-rav  was  negative.  Fhe  Schilling  test  on  the  fifth 
day  following  admissioti  revealed  impaireil  absorption 
of  A'itamin  B 12.  Fins  was  restored  to  normal  with 
the  second-stage  test  (administration  of  Intritisic 
Factor)  . Fhe  test  was  then  repeated  four  days  later 
and  on  this  occasion  the  results  were  normal.  1 he 
D-Xylose  test  was  normal.  Serum  carotene  level  was 
low  (22  meg  per  cent)  . 

Several  features  in  this  ease  were  |)ii//ling. 

*From  the  Middlesex  Geneiiil  Hosjiital.  New  Bums- 
wick.  New  [ersev.  uhere  Di.  DeGeuniiuk  was  a resi- 
dent in  Meditine. 
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For  example,  the  patient  developed  folic  acid 
deficiency  despite  an  abundant  intake  of  foods 
rich  in  folic  acid,  the  serum  level  being  less 
than  2 mmcg  (normal  5.0  to  21).  Surprisingly 
the  serum  B-12  level  of  830  picograms  (nor- 
mal 90  to  630)  was  accompanied  by  a positive 
Schilling  test  for  Vitamin  B-12  malabsorption. 
On  further  consideration  of  this  patient’s 
problem,  it  was  considered  plausible  to  inter- 
pret her  anemia  as  part  of  a generalized  dis- 
turbance in  cellular  function  secondary  to 
extreme  protein  deficiency.  .\lthough  the 
total  serum  protein  was  6.7  gm  per  cent  and 
albumin  5 gm  per  cent  it  is  entirely  possible 
that  specific  types  of  amino-acid  deficiency 
were  present  in  severe  enough  degree  to  im- 
pair absorption  of  folate  and  Vitamin  B-12 
and  in  addition  to  impair  their  utilization  by 
the  tissues.  When  the  patient  was  placed  on  a 
normal  diet  and  given  folic  acid  by  mouth 
the  malabsorption  was  largely  overcome  so 
that  she  was  able  thereafter  to  assimilate  ade- 
quate amounts  of  these  substances  from  a 
normal  diet. 


Summary 

A case  is  reported  in  which  profound  megalo- 
blastic anemia  in  a young  woman  was  in- 
duced by  voluntary  starvation  for  treatment 
of  marked  obesity.  The  Vitamin  B-12  level 
was  above  normal  despite  a positive  Schilling 
test.  The  folic  acid  level  was  extremely  low 
despite  an  unusually  abundant  intake  of  foods 
rich  in  folic  acid.  This  paradox  was  best 
explained  by  the  extreme  degree  of  protein 
deficiency  in  the  patient’s  diet. 
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Isoniazid:  Labeling  Changes 


In  1970  following  the  discovery  of  active  tu- 
berculosis in  several  employees  on  Capitol 
Hill  in  Washington,  D.C.,  a large  number  of 
individual  employees  were  placed  on  isonia- 
zid for  prophylactic  purposes.  Several  de- 
veloped jaundice.  There  were  two  deaths 
from  hepatitis.  An  intensive  re\iew  of  isonia- 
zid followed.  Involved  in  this  review  were  the 
National  Center  for  Disease  Control,  the 
FDA’s  Advisory  Committee  on  Anti-Infective 
Agents,  the  American  Thoracic  Society,  and 
the  National  Tubercidosis  and  Respiratory 
Disease  Association. 

Available  evidence  could  not  sup|x>rt  a con- 
clusion that  the  two  Capitol  Hill  deaths  were 
caused  by  isoniazid.  However,  it  did  become 
evident  that  reports  of  hypersensitivity  reac- 
tions such  as  hepatic  dysfunction  were  more 


frequent  than  had  been  generally  reaignized. 
As  a result  of  the  review  of  isoniazid,  changes 
have  been  made  in  the  jjackage  insert.  These 
changes  have  the  support  of  the  agencies 
identified  above. 

FDA  urges  your  attention  to  the  new  “Warn- 
ings” statement  in  the  package  insert.  It  is 
evident  that  careful  and  periotlic  monitoring 
of  the  patient  is  advisable  to  permit  earlier 
identification  of  the  signs  and  symptoms  of 
liver  toxicity.  .At  the  first  sign  of  hypersensi- 
tivity, including  hepatitis,  all  drugs  should  be 
stopped.  If  isoniazid  is  reinstituted,  it  should 
l)e  in  small  and  gradually  increasing  closes  to 
determine  whether  the  manifestations  were 
drug-induced.  Preventive  treatment  for  tuber- 
culosis should  he  deferred  in  individuals  with 
acute  hepatic  disease. 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 
Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  B12  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efc/-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 
Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 
Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions;  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 

Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421- 


After  the  CCU,  what  then?  Here  is  a follow-up  of 
patients  discharged  from  such  units. 


Acute  Transmural 
Myocardial  Infarction 

Course  of  Illness  Following  Discharge  from  a Coronary  Care  Unit 


William  F.  Haynes,  Jr.,  M.D. /Princeton 

The  therapeutic,  diagnostic,  and  educa- 
tional advantages  of  a Coronary  Care  Unit 
(CCU)  are  well  known  and  well  publicized. 
This  report  describes  the  outcome  of  illness 
in  334  successive  patients  with  transmural 
acute  myocardial  infarction  (AMI)  admitted 
to  the  Princeton  Hospital  CCU  from  the  first 
day  the  unit  was  opened  on  December  18, 
1967  until  three  years  later.  Prime  focus  will 
be  directed  toward  the  hospital  course  of  ill- 
ness (with  emphasis  on  mortality)  following 
discharge  from  the  CCU.  The  Princeton  Hos- 
pital is  a 318-bed  general  hospital  in  Prince- 
ton, New  Jersey.  It  serves  an  area  of  about 
85,000  people  who  come  from  a variety  of 
sectors  which  include  suburban,  semirural, 
and  a few  small  cities. 

The  Coronary  Care  Unit 

The  CCU  is  located  in  a different  section 
of  the  hospital  than  the  Intensive  Care  Unit 
(ICU)  and  is,  therefore,  not  subject  to  the 
hectic  atmosphere  frequently  found  in  the 
latter  area.  There  are  four  separate  rooms, 
each  with  an  outside  window,  sliding  sound- 
proof doors,  and  within  eyesight  of  the  cen- 
trally-located nurses’  station.  Drapes  can  be 
drawn  across  the  glass  doors  for  emergency 
purposes  or  physical  examinations.  The  usual 
bedside  monitor  and  heart  rate  meter  are  in 
each  room.  The  latter  has  the  proper  alarm 
mechanisms  should  the  heart  rate  go  below 
or  exceed  pre-determined  heart  rate  settings. 
A large  clock  on  the  wall  of  each  room  starts 
automatically  whenever  an  alarm  goes  off. 
“Code  45”  buttons  in  each  room  (as  well  as 


at  the  nurses’  station)  lead  directly  to  the 
central  hospital  switchboard.  A memory  loop 
is  continuously  recording  all  four  monitors  at 
the  same  time,  and  is  constantly  set  for  re- 
cording the  monitor  pattern  for  the  an- 
tecedent one  minute  interval.  The  bedside 
alarm  will  start  the  electrocardiogram  moni- 
tor strip  running  at  the  nurses’  console,  and 
it  continues  to  run  until  the  alarm  is  turned 
off  at  the  patient’s  bedside.  Routinely,  moni- 
tor strips  are  taken  every  two  hours  on  all 
patients  and  mounted  on  their  charts. 

The  six  house  staff  physicians  rotate  through 
the  CCU  during  the  year,  but  none  are 
necessarily  there  at  all  times.  Two  R.N.’s 
are  on  duty  for  all  shifts,  and  all  the  CC 
nurses  have  passed  special  courses  certifying 
their  ability  to  work  in  this  specialized  area. 
The  courses  are  given  by  staff  physicians 
about  three  times  a year  to  all  floor  head 
nurses,  ICU  nurses,  and  nurse  supervisors,  in 
addition  to  the  CCU  nurses  themselves. 
There  is  no  formal  Director  of  the  CCU,  but 
instead  we  have  a CCU  Committe  composed 
of  six  interested  physicians  who  formulate 
policies  and  help  make  any  administrative 
decisions  that  arise. 

Patient  Population 

A total  of  936  patients  tvas  admitted  to 
the  CCU  over  the  three  years  of  this  study.  Of 
tltis  number,  334  suffered  from  an  unequivo- 
cal transmural  AMI  with  typical  enzyme  ele- 
vations (CPK,  I.DH,  and  SOOT)  as  well  as 
EKG  and  clinical  findings  compatible  with 
this  diagnosis.  Patients  with  chest  pain 
demonstrating  equivocal  ERG  or  laltoratory 
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findings  or  subendocardial  myocardial  infarc- 
tions were  not  included  in  the  study.  The 
group  included  83  women.  The  men’s  ages 
ranged  from  35  to  89  years  with  an  average 
of  59.  The  women’s  ages  ranged  from  46  to 
89  years  with  an  average  of  69. 


Table  1 

Transmural  AMI:  In-hospital  Mortality  Among 


Mortality  in  CCU 
Males  29 
Females  13 
Total  42  (12.5%) 


334  Patients 
Mortality  after 
CCU  Discharge 
Males  7 
Females  5 
Total  12  (3.5%) 


Total  Mortality 
Males  36 
Females  18 
Total  54  (16%) 


Results  and  Comments 

As  will  be  noted  in  Tables  1 and  2,  42 
patients  (12.5  per  cent)  with  AMI  died  while 
in  the  CCU.  The  majority  of  deaths  were  due 
to  pump  failure  (cardiogenic  shock). 

Twelve  deaths  occurred  after  discharge  from 
the  CCU.  In  other  words,  22  per  cent  of 


Table 


Deaths 

Males 

23  Pump  failures 
3 Ventricular  fibrillation 
2 Ruptured  left  ventricle 
1 Ruptured  l.V.  septum 
Average  age:  66.8  years 


in  CCU 

Females 
9 Pump  failures 
1 Ruptured  l.V.  septum 
1 Ventricular  fibrillation 
I Ruptured  mitral  leaflet 
1 C.V.A. 

Average  age:  70.4  years 


Table  3 

Deaths  on  Medical  Floors  after  Discharge  from  CCU:  Patients  taking  Antlarrhythmic  Drug  Prophylaxis. 


No.  Days  Since  Antlarrhythmic 
CCU  Discharge  Medication  at  Cause  of  Death 
Age  Sex  Significant  Past  History  Death  Occurred  Time  of  Death  Clinically 


38  M Irritable  myocardium  in 
CCU  with  bouts  of  V.T.; 
Hyperlipidemia,  chemical 
diabetes;  2 prior  M.I.’s;  9 
days  in  CCU 


73  F Three  prior  M.l.s;  mul- 
tiple pvc’s  in  CCU.  5 days 
in  CCU 


79  F Multiple  arrhythmias:  pac’s, 
pvc’s.  and  bouts  of  atrial 
fibrillation  while  in  CCU. 
8 days  in  CCU 


84  F Multiple  arrhythmias  in 
CCU;  V.  Fib.,  V.T.,  A.  Fib. 
Cardioverted  twice  while 
in  CCU.  One  prior  M.I. 
5 days  in  CCU 

70  M Multiple  pvc’s  & V.T.  in 
CCU.  9 days  in  CCU 


6 Quinldine  300  mg.  Found  dead  in 

q 6 hrs.  bed  by  lab.  tech. 

at  7 a.m.  Pre- 
sumably died 
from  lethal  ar- 
rhythmia. EKG: 
Acute  post,  wall 
M.I. 


6 Quinidine300mg.  Suddenly  died  in 

q 6 hrs.  bed  at  midnight 

while  convalesc- 
ing, presumably 
from  lethal  ar- 
rhythmia. EKG: 
acute  ant.  wall 
M.I.;  old  ant.  & 
post,  wall  M.l.s 

7 Quinidine  200  mg.  Died  suddenly  in 

q 6 hrs.  bed  after  sitting 

in  chair.  EKG: 
Acute  post.  M.I. 
Presumably  died 
from  arrhythmia. 
Pulmonary  em- 
bolism not  ruled 
out. 

1 Quinidine200mg.  Sudden  cardiac 

q 6 hrs.  arrest  while  in 

bed.  Probable 
lethal  arrhyth- 
mia EKG:  acute 
post,  wall  M.I. 

25  Quinidine 200 mg.  Clinical  C.V.A. 

q 6 hrs.  as  cause  of  death 

rather  than  ob- 
vious cardiac 
cause.  EKG: 
acute  ant.  wall 
M.I. 


Autopsy  Results 

Fresh  thrombosis 
of  R.C.A.  Fresh 
infarction  post, 
wall.  Organized 
thrombus  of  ant. 
descending  br.  of 
L.C.A.  and  old 
infarct  ant.  wall 
of  L.V. 

Recent  occlusion 
of  ant.  descend- 
ing branch  of 
L.CA.  Fresh  in- 
farct of  ant.  wall 
& old  infarcts  of 
ant.  & post,  wall 
of  L.V. 


No  autopsy 


No  autopsy 


No  autopsy 
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Table  4 

Deaths  on  Medical  Floors  After  Discharge  from  CCU:  Patients  Not  taking  Antiarrhythmic  Drug  Prophylaxis 


Age 

75 


Days  after  CCU 
Discharge  Death 


M 


74  M 


78  M 


79  M 


53  M 


78  M 


74  M 


Significant  Past  History 

Occurred 

Cause  of  Death  Clinically 

Autopsy  Results 

In  CCU  demonstrated  fre- 
quent pac’s  and  unifocal 
pvc’s.  6 days  in  CCU 

12 

Had  frequent  pvc’s  on 
floor.  Unable  to  resusci- 
tate. EKG:  V.T.,  acute 
ant.  wall  M.I. 

Recent  thrombosis  ant.  desc. 
branch  of  L.C.A.  Massive 
fresh  ant.  wall  M.I.;  old 
post,  wall  M.I. 

In  CCU;  frequent  pac’s, 
multifocal  pvc’s.  13  days 
in  CCU 

12 

Sudden  dyspnea,  rapid 
pulse,  fall  in  B.P.  and 
expired  during  unevent- 
ful convalescence. 

EKG:  acute  ant.  wall 

M.I.  R.B.B.B. 

Fresh  thrombus  of  ant. 
descending  branch  of 

L.C.A. 

In  CCU:  freq.  pac’s  and 
pvc’s.  During  hospital  stay 
had  2 admissions  to  ICU 
& 2 to  CCLU  for  pain  or 
arrhythmias.  Total  6 days 
CCU  & 9 days  ICU 

4 

Acute  pulmonary  edema 
at  midnight:  possible  ex- 
tension of  M.I.;  ? arryth- 
mia.  EKG:  acute  an- 

terior wall  M.I. 

No  autopsy 

Had  2 prior  M.I.’s.  In 
CCU:  runs  of  V.T.  mul- 
tiple Pvc’s  cardioverted 
twice  for  V.  Fib.  Also 
atrial  Fib.  17  days  in  CCU 

1 

Sudden  V.  Fib.  & shock. 
Unable  to  resuscitate. 
EKG:  old  ant.  M.I.; 

fresh  acute  post.  M.I. 

Old  thrombosis  ant.  desc. 
branch  of  L.C.A.  and  left 
circumflex  br.  of  L.C.A. 
Fresh  thrombosis  R.C.A. 

Had  2 prior  M.I.’s.  In 
CCU:  1 bout  of  nodal 

tachycardia.  Frequent 
pvc’s.  3 days  in  CCU 

1 

Found  dead  in  bed  at  8 
p.m.  Presumably  died 
from  lethal  arrhythmia. 
EKG;  acute  ant.  wall; 
old  post  wall. 

No  autopsy 

Was  diabetic.  In  CCU:  he 
had  freq.  pvc’s  & pac’s. 
12  days  in  CCU 

5 

Went  into  ventric.  fib. 
and  unable  to  resusci- 
tate. EKG:  acute  ant. 

wall;  old  posterior  wall. 

No  autopsy 

Runs  of  s.v.t.  and  freq. 
pac’s  and  pvc’s  in  CCU 
13  days  in  CCU 

2 

Sudden  death  in  bed. 
EKG:  acute  anteroseptal 

Autopsy  showed  recent 
healing  myocardial  in- 
farction fresh  pulmonary 
embolus.  Thrombosis  ant. 
desc.  br.  of  L.C.A. 

deaths  occurred  after 

leaving  the 

after  discharge  from 

the  CCU  revealed  an 

CCU.  Tables  3 and  4 relate  to  these  12  pa- 
tients. As  can  be  seen,  most  of  these  patients 
were  in  the  older  age  group  and  many  had 
had  myocardial  infarctions  in  the  past.  Their 
CCU  records  were  examined  to  determine  in 


average  stay  of  11.8  days,  further  corrobora- 
ting the  poor  risk  status  of  these  ttvelve  cases. 
Even  a prolonged  CCU  stay  does  not  neces- 
sarily guarantee  a good  outcome. 


retrospect  any  unfavorable  prognostic  signs 
before  their  discharge  to  the  floors.  As  will  be 
noted,  four  had  one  or  more  bouts  of  ventric- 
ular tachycardia  requiring  emergency  meas- 
ures. The  remainder  demonstrated  a variety 
of  other  tachyarrhythmias,  and  virtually  all 
exhibited  runs  of  pac’s  or  pvc’s. 

Although  the  average  uncomplicated  AMI 
patient’s  stay  in  the  CCU  is  4.6  days,  analysis 
of  the  twelve  patients  in  this  study  who  died 


The  EKG’s  of  these  twelve  patients  re- 
vealed seven  recent  anterior  wall  myocardi- 
al infarctions  and  five  recent  inferior  wall 
infarctions.  Tables  3 and  4 were  arbitrarily 
divided  into  those  taking  prophylactic  anti- 
arrhythmic drugs  (five  cases)  and  those  not 
(seven  cases)  to  see  whether  the  outcome  of 
illness  was  influenced  by  these  drugs. 

Nine  of  the  twelve  medical  floor  deaths  (75 
per  cent)  occurred  by  the  seventh  day  after 
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discharge  from  the  CCU.  Analysis  of  the  clin- 
ical circumstances  (with  the  aid  of  autopsy 
reports  in  seven  cases)  revealed  that  ten  of 
these  patients  clinically  died  from  apparent 
sudden  cardiac  arrest,  most  likely  ventricular 
fibrillation.  One  died  from  a cerebral  throm- 
bosis. Another  died  as  a result  of  pulmonary 
embolus.  Five  readmissions  to  the  CCU  were 
necessitated  by  either  recurrence  of  severe 
chest  pain  or  a serious  arrhythmia.  (Table  5) 

Table  5 

Readmissions  to  CCU 


Age 

Sex 

Reason 

Antiarrhythmic 
Prophylaxis  on 
Floor 

75 

M 

Recurrence  of  pain 

None 

55 

M 

Extension  of  A.M.I. 

None 

81 

M 

Multiple  arrhythmias 

Quinadine  200  mg. 

53 

M 

Recurrence  of  pain 

q.  6 hrs. 

Quinadine  200  mg. 

•78 

M 

Recurrence  of  pain 

q.  6 hrs. 

None  on  medical 

•He 

had 

floors 

two  readmissions  to  CCU  and  also  two  to 

ICU 

where  monitored  beds  were 

available. 

Table  6 

Incidence  of  Overt  or  Chemical  Diabetes  in  Cases 
Studied 


Overt  Diabetes 

Chemical  Diabetes 

Total 

% of  Cases 

M 

F 

M 

F 

45 

21 

43 

6 

115 

34.4% 

*62 

*69 

*53 

•59 

•Average  age 


An  incidental  finding  of  the  study  was  the 
relatively  high  number  of  patients  (115,  or 
34.4  per  cent)  who  had  the  diagnoses  of 
latent  (chemical)  diabetes  or  frank  diabetes 
prior  to  their  admission  to  the  hospital.  This 


suggests  the  need  for  more  frequent  standard 
glucose  tolerance  tests  as  part  of  a coronary 
profile  work-up.  AMI  patients  considered  for 
glucose  tolerance  test  should  of  course  wait 
several  weeks  after  their  hospital  discharge  to 
be  sure  of  reliable  results. 

In  recent  months,  other  investigators  have 
been  concerned  with  the  number  of  deaths 
occurring  on  the  medical  floors  after  patients 
have  left  the  CCU.  Grace  and  Yarvote^  found 
that  31  per  cent  of  AMI  patients  died  on  the 
medical  floors  after  discharge  from  their 
CCU,  and  Meltzer^  noted  a figure  of  51  per 
cent  at  his  institution. 

Inasmuch  as  22  per  cent  of  deaths  from 
AMI  in  Princeton  Hospital  occurred  on  the 
medical  floors  after  discharge  from  our  CCU 
and  75  per  cent  within  the  first  week,  it  seems 
prudent  to  investigate  the  usefulness  of  fur- 
ther monitoring  at  least  the  poorer-risk  pa- 
tients for  an  additional  7 to  10  days.  This  is 
accomplished  by  radiotelemetry,  usually  in  a 
section  of  the  hospital  adjacent  to  the  CCU, 
and  is  referred  to  as  an  Intermediate  Coron- 
ary Care  Unit  (ICCU).^’  ^ 

Acknowledgements:  Mrs.  Katherine  Sommers,  R.N., 
assisted  in  compilation  of  data.  The  Record  Room 
personnel  located  the  many  charts  needed  for  this 
paper. 
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the  compound  analgesic 
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In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
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lations contain  a sedative  rather  than  a stimulant.  Don't 
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sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
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lar diseases  or  hypertension.  Until  the 
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driving  an  automobile,  operating  ma- 
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visual  disturbances,  mydriasis,  CNS- 
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effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
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The  innocent-looking  wart  may  be  a fatal  booby  trap. 


Surgical  Approach  to  the 
Treatment  of  Melanoma* 


William  O.  Wuester,  M.D./Elizabeth 

Our  experience  covers  a series  of  245  proved 
melanomas.  Of  these  39  had  only  consulta- 
tion, periodic  follow-up,  or  went  elsewhere 
for  treatment,  leaving  20fi  who  had  some 
form  of  treatment  by  our  staff.  .-\t  present 
85  of  these  patients  are  carried  in  our  active 
file  and  are  without  demonstrable  disease. 
Their  average  age  was  41  years — 35  were 
males;  50  were  females.  Average  of  this  group 
free  of  disease  was  85  months  (7  years).  By 
contrast,  our  final  files  contain  160  patients 
including  the  39  in  whom  only  consultation, 
etc.  was  done.  Of  those  receiving  private 
care,  the  average  age  was  43  years  with  equal 
sex  distribution.  Average  duration  until 
death  was  45  months.  Of  those  receiving 
general  service  care  the  average  age  was  59 
years  and  the  duration  of  life  after  diagnosis 
Avas  45  months.  Most  of  the  service  group 
were  of  more  advanced  clinical  disease  so 
their  comparable  survival  in  months  may  be 
accounted  for  by  the  slower  biologic  be- 
havior of  the  disease  in  the  elderly. 

Allen^  states  that  the  “junctional  nevus — 
either  alone,  or  as  a part  of  what  we  choose 
to  call  a compound  nevus — rather  than  an 
intradermal  nevus,  is  the  source  of  all  melano- 
carcinomas  of  the  skin  and  mucus  membranes 
— the  rare  melanoma  arising  from  the  blue 
nevus  is  the  exception.”  He  adds  that,  “only 
a small  percentage  of  junctional  nevi  become 
malignant”  . . . That  “pigmented  nevi  of 
the  soles,  palms,  and  genitalia  were  junc- 
tional or  compound  nevi  furnishing  a basis 


for  understanding  the  vulnerability  of  moles 
in  these  regions  to  malignant  change.”  This 
is  of  clinical  importance.  Routine  removal 
of  pigmented  lesions  in  these  areas  would 
have  the  greatest  significance  toward  improv- 
ing the  dismal  end  results  of  melanoma  in 
these  locations.  All  nevi  in  these  locations 
must  be  regarded  as  precancerous  until 
proved  to  be  pathologically  innocent.  For 
years,  pathologists  dilTered  in  the  origin  of 
melanomas  but  are  now  generally  agreed  that 
the  origin  from  the  epidermal  melanocyte  (a 
normal  component  of  freckles,  nevi,  and 
other  pigmentations,  and  most  common  in 
nevi)  is  conclusive  and  acceptable.  This 
recognition  is  of  importance  since  the  aver- 
age person  has  about  15  moles  and  the  early 
awareness  of  their  potential  by  both  the  pa- 
tient and  doctor  could  increase  the  cure  rate, 
for  although  melanoma  may  arise  de  novo 
by  far  the  greatest  numbers  arise  from  nevi. 

Junctional  nevi  are  usually  brown,  tan,  or 
black  with  variations  in  between.  Hair  is 
rarely  present  but  this  should  not  be  a guid- 
ing jninciplc  especially  in  the  presence  of 
activity  or  ulceration.  Any  change  at  any 
age  (especially  in  childhood  or  pregnancy) 
is  reason  for  excision  and  pathological  diag- 
nosis. Juvenile  melanoma  is  essentially  a 
compound  nevus,  usually  but  not  always 
prepubertal,  showing  characteristics  of  a 
melanoma  Avith  some  (haractcrislic  varia- 


* Read  before  the  joint  session  of  the  Sections  on 
Pathology  and  Dermatology,  205th  Annual  Meeting, 
The  Medical  Society  of  New  Jei-sey,  Atlantic  City, 
May  17,  1971. 
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tions  in  cytological  detail  originally  described 
by  Sophie  Spitz.^®  Grossly  it  tends  to  be  hair- 
less, larger,  elevated  and  show  early  ulcera- 
tion almost  amelanotic  if  on  the  feet  or  toes. 
Every  nevus  removed  for  analysis  should  have 
the  age  of  the  patient,  location,  duration,  and 
description  for  the  pathologist.  In  question- 
able cases,  our  pathologist  asks  for  extra  opin- 
ions. There  are  enough  metastasizing  and 
fatal  prepubital  melanomas  reported  in  the 
literature  to  be  ever  cautious  in  this  detail. 
I personally  try  to  review  with  the  pathologist 
as  many  of  the  removed  nevi  as  jx>ssible.  It 
has  given  me  a better  appreciation  of  the 
whole  problem. 

Most  lesions  are  underdiagnosed  by  the  prac- 
titioner accounting  for  innumerable  lesions 
removed  in  the  office  through  2 to  3 centi- 
meter incisions  which,  in  many  cases,  must 
lead  to  manipulation  of  the  lesions  and  in- 
complete removal.  On  the  other  hand  a 
very  high  index  of  suspicion  on  our  part 
leads  to  over  diagnosis  in  many  cases.  This 
is  especially  true  in  darkly  pigmented  lesions 
and  in  some  of  the  early  ulcerated  adenoid 
cystic  basal  cell  epitheliomas.  When  suspi- 
cion is  high,  the  patient  is  admitted  for 
general  anesthesia  and  an  excision  with 
about  one  centimeter  border  down  to  the 
fascia  with  minimal  manipulation.  If  frozen 
or  formal  section  reveals  melanoma,  the  area 
is  re-excised  with  a 3 to  5 centimeter  addi- 
tional border  including  the  fa.scia.  Retracting 
clamps  can  be  placed  on  the  underlying 
fa.scia  for  elevation  to  facilitate  removal  of 
the  local  area.  With  modern  skin  grafting 
and/or  sickle  flaps  a fairly  acceptable  cos- 
metic result  can  be  obtained.  We  remove 
fa.scia  where  possible  since  we  are  unable  ac- 
curately to  estimate  the  depths  of  tumor  ex- 
tension. Clamps  on  the  fascia  and  skin  edges 
(for  retraction)  rather  than  using  rake  re- 
tractions on  the  soft  tissue  minimizes  the 
possible  milking  of  the  malignant  cells  into 
the  operative  wound.  Once  the  planned  ex- 
cision has  started  it  is  done  as  quickly  as 
possible  in  a cephalad  to  caudad  progression 
with  wound  coverage  for  protection.  Of 
prime  importance  is  adequate  excision. 
Plastic  repair  is  of  secondary  importance.  We 


must  admit  the  local  wound  recurrences 
can  be  noted  more  readily  in  skin  grafted 
areas  than  in  those  patients  who  have  had 
full  thickness  rotated  flaps.  I am  unable  to 
say  if  this  makes  a difference  in  the  ultimate 
cure  rates  but  women  especially  appreciate 
full  thickness  flap  repair.  A much  more  con- 
servative excision  is  indicated  in  elderly  pa- 
tients with  Lentigo  maligna  (melanotic  freckle 
of  Hutchinson)  and  superficial  melanomas. 
These  and  the  juvenile  melanoma  are  the 
only  three  exceptions  to  a very  wide,  careful 
excision. 


Node  Dissection 

Should  the  primary  nodal  area  be  resected 
at  the  same  time  in  continuity  with  the  pri- 
mary lesion?  Das  Gupta  and  McNeer*  re- 
ported that  25  per  cent  of  patients  with 
clinically  negative  nodes  had  histologic 
metastatic  melanoma  in  the  surgical  speci- 
men. Their  five  year  survival  rate  for  these 
was  53  per  cent  compared  to  10  per  cent 
survival  when  nodes  were  clinically  positive. 
The  crux  of  adequate  therapy  hinges  on  the,se 
statistics.  The  primary  lesion  and  the  nodes 
should  be  removed  in  continuity  at  the  ini- 
tial operation,  affording  the  patient  the  best 
chance  of  cure.  If  a joint  intervenes  between 
the  primary  and  the  nodes  either  simultane- 
ous resection  of  both  areas  in  discontinuity 
or  a few  weeks  delay  before  doing  the  node 
dissection,  is  advised.  Theoretically  this  is 
to  allow  malignant  cells  in  transit  to  be 
filtered  to  the  screening  nodes.  We  delay  the 
node  dissection  in  those  cases  where  a de- 
layed healing  of  the  graft  or  flap  would  be 
anticipated  with  the  secondary  edema  espe- 
cially common  after  the  radical  groin  pro- 
cedure. 

Consider  the  following  staging  chart: 

Surgical  Staging 

Stage  1.  I.ocalized  melanoma  wilhoiil  d'slanl  or  re- 
gional metastasis  to  lymph  nodes. 

a.  Primary  untreated  melanoma  or  removed 
hy  excisional  biopsy  within  one  month. 

1).  I.orallv  recurrent  melanoma, 
c.  Multiple  primary  melanomas. 

Stage  2.  Metastasis  confined  to  regional  lytnfdt  nodes. 
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Figure  1 


a.  Primary  melanoma  present  with  simul- 
taneous metastasis. 

b.  Primary  melanoma  controlled  with  sub- 
sequent metastasis. 

c.  Recurrent  melanoma  with  metastasis. 

d.  Unknown  primary  with  metastasis. 

Stage  5.  Disseminated  melanoma. 

a.  Organic  and/or  multiple  lymphatic  metas- 
tasis. 

b.  Multiple  cutaneous  and/or  subcutaneous 
metastasis. 

This  may  be  of  aid  in  initial  evaluation  of 
the  surgical  status  but  melanoma  is  so  un- 
predictable in  its  lymphatic  and  hematoge- 
nous metastatic  manifestations  that  multiple 
changes  in  the  staging  may  become  neces- 
sary. A clinko-pathological  classification, 
which  should  be  incorporated  with  the  surgi- 
cal evaluation  is  suggested  by  Clarke®  on  the 
basis  of  gross  examination  and  multiple  his- 
tological sections.  His  headings  are  superfi- 
cial spreading  melanoma,  nodular  melanoma, 
and  lentigo  maligna  melanoma.  These  are 
further  subdivided  into  five  grades  of  in- 
vasiveness. This  is  a guide  to  prognosis  and 
we  hope  to  follow  this  recent  suggestion  in 


Figure  2 


our  cases.  Of  importance  is  an  accurate  gross 
examination  and  evaluation  and  an  adequate 
description  thereof  in  the  chart.  Chest  roent- 
genograms are  routine  in  all  patients.  We 
have  not  used  lymphangeograms.  Ariel®  in- 
forms me  that  “he  has  roughly  a fifty  per 
cent  error.’’  He  has  had  negative  lympho- 
grams  and  at  the  time  of  groin  dissection 
positive  cells  are  found  in  the  nodes.  Con- 
trarywise,  he  has  had  “enlarged  deposits  in 
the  lymph  nodes  which  were  thought  to  be 
disease  only  to  be  found  on  removal  to  be 
replaced  by  fat.  Indications  have  narrowed 
down  tremendously  since  I began  using  it.’’ 

We  have  performed  elective  node  dissection 
in  all  cases  of  melanoma  except  where  the 
pathologist  has  reported  very  early  or  super- 
ficial melanoma  or  where  the  primary  lesion 
is  at  a point  in  which  it  is  impossible  to  be 
certain  of  the  lymphatic  spread.  In  these  in- 
stances, the  entire  situation  is  discussed  with 
the  patient  and  family  with  properly  wit- 
nessed notes  on  the  chart,  so  we  have  a 
promise  of  cooperation  in  the  follow-up  of 
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the  patient  at  stated  intervals  and  medico- 
legal protection  also.  No  difficulty  has  been 
encountered  to  date  with  this  procedure. 
Once  again  the  competent  pathologist  is  the 
key  in  this  situation.  He  must  understand 
the  problem  and  cooperate  fully. 

Scalp:  With  its  rich  lymphatic  and  blood 
supply  early  metastases  are  expected.  Fortu- 
nately the  neck  is  easily  palpated  for  ab- 
normal nodes.  If  this  lesion  can  be  encom- 
passed with  a radical  neck  dissection  and 
graft  we  would  prefer  it.  If  such  a procedure 
is  not  feasible  then  a delayed  dissection  is 
advised.  Prognosis  with  scalp  lesions  has 
been  poor. 

Face:  In  lesions  of  the  eyelids  and  upper 
cheek  region  wide  excision  with  flap  or  graft 
repair  is  followed  by  a discontinuous  neck 
dissection  in  individualized  situations.  If  the 
primary  source  is  near  the  chin  or  mandible 
area  the  excision  can  easily  be  combined  with 
the  radical  neck  dissection.  It  is  our  policy 
to  make  the  skin  flaps  of  the  neck  extremely 
thin  taking  all  the  platysma. 

Neck:  Here  we  do  wide  resection  with  radical 
neck  resection.  We  have  excised  large 
amounts  of  skin  around  the  primary  tumor 
and  covered  the  vital  structures  of  the  neck 
with  a split  thick  graft. 

Ar?as;  Our  choice  is  wide  dis.section  and 
graft  in  continuity  with  the  axillary  dissec- 


tion. We  have  had  no  difficulty  in  dissecting 
the  axilla  adequately  and  thoroughly  by 
wrapping  the  lower  arm  in  sterile  drapes  so 
that  by  moving  it  advantageously  the  axillary 
contents  are  more  easily  dissected.  In  this 
manner  the  pectoralis  major  and  minor  can 
be  retracted  for  better  exposure.  In  the  low- 
er arm,  we  recommend  wide  dissection,  graft, 
and  either  simultaneous  discontinuous  radi- 
cal axillary  dissection  or  delayed  dissection 
depending  on  the  particular  situation. 

Finger:  Here  we  prefer  amputation  at  the 
base  with  either  simultaneous  or  delayed 
axillary  dissection.  We  have  had  to  ampu- 
tate four  aims.  Only  one  patient  is  alive  13 
years  after  amputation  with  a negative 
axillary  dissection.  Nine  years  after  the 
operation  the  patient  developed  an  epi- 
trochlear  node  positive  on  aspiration  biopsy. 
This  required  the  amputation.  A very  dif- 
ficult situation  confronts  the  surgeon  when 
the  patient  appears  with  recurrent  disease 
in  an  extremity  between  the  primary  surgical 
site  and  the  nodal  dissection  area.  If  very 
careful  screening  of  the  patient  fails  to  re- 
veal any  other  evidence  of  generalized  disease 
outside  of  the  extremity  we  advise  early  am- 
putation after  full  discussion  of  the  problem 
with  the  patient.  No  other  method  of  treat- 
ment is  acceptable.  The  Memorial  Hospital 
reports  a 35  per  cent,  five  year  survival  for 
the  lower  extremity  and  25  per  cent  5 year 
survival  for  the  upper  extremity  in  this 
grave  situation.  Wflien  primary  disease,  plus 
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regional  metastases,  plus  intervening  metas- 
tases  are  present,  an  extremity  radical  am- 
putation is  advised  only  after  complete 
screening  and  a negative  abdominal  explora- 
tion. 

Loiver  Extremity:  Here  the  principles  gov- 
erning treatment  of  melanoma  of  the  upper 
extremity  hold  true.  Because  of  the  trauma 
of  weight  bearing  and  shoe  irritation,  our  ex- 
perience indicates  those  lesions  in  this  area 
to  have  a poorer  prognosis  than  similar 
lesions  on  the  hand.  A word  of  caution  is 
indicated.  It  is  discouraging  to  see  limited 
local  excision  done  for  extremity  lesions  and 
then  a so  called  “groin  or  axillary  dissection” 
done  through  a 6 to  10  centimeter  incision. 
This  is  like  signing  the  death  warrant  for 
the  patient.  Radical  groin  dissection  denotes 
a wide  removal  of  the  superficial  nodes  and 
subcutaneous  surrounding  lymphatics  and  a 
retroperitoneal  removal  of  the  pelvic  nodes 
and  lymph-bearing  tissues  from  the  bifurca- 
tion of  the  common  iliac  artery  into  external 
and  internal  artery  to  the  passage  of  the 
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Figure  6 

femoral  artery  beneath  the  sartorius  muscle 
near  the  apex  of  the  femoral  triangle.  To 
facilitate  this,  we  transect  Poupart’s  liga- 
ment from  the  anterior  superior  spine  of  the 
ilium.  Since  the  ureter  crosses  near  the  bi- 
furcation of  the  iliacs  this  must  be  checked 
carefully.  Just  before  the  internal  iliac  passes 
under  Poupart’s  ligament  it  gives  off  the  deep 
circumflex  artery  running  laterally  and  the 
inferior  epigastric  that  runs  anteriorly  and 
medially  along  the  under  surface  of  the  an- 
terior abdominal  wall.  These  must  be  care- 
fully ligated  for  adequate  exposure.  The 
pelvic  portion  of  the  dissection  is  always 
done  after  the  superficial  groin  dissection. 
We  have  found  it  difficult  to  keep  the  speci- 
men in  continuity  so  the  superficial  groin 
specimen  is  usually,  but  not  always,  removed- 
from  the  operative  fiekl  at  the  level  of  Pou- 
part’s ligament.  To  fill  in  the  rather  large 
defect  in  the  femoral  triangle  we  either  shift 
medially  or  transpose  the  sartorius  muscle 
either  in  whole  or  in  part  by  splitting  it.  If  a 
large  segmeilt  of  skin  over  the  nodes  has  been 
removed  we  cover  tbe  defect  and  transjxtsed 
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Radical  Node  Dissection— Three  Year  Postoperative  Analysis 
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sartorius  muscle  with  a 20/1000  inch  split 
thickness  graft.  As  with  breast  operative 
grafts,  we  find  better  healing  with  the  graft 
and  much  skin  necrosis  is  avoided.  Constant 
postoperative  wound  suction  with  the  hemo- 
vac  has  been  of  tremendous  benefit  and  we 
no  longer  have  the  wet  maceration  of  tissue 
common  10  years  ago. 

Back  and  Buttocks:  Since  the  drainage  area 
is  the  groin,  a wide  resection  in  continuity 
with  the  nodes  is  advised.  In  the  upper  back 
the  same  principle  follows,  namely  resection 
in  continuity  wherever  possible.  The  only 
exception  is  in  centrally  located  lesions  where 
it  is  impossible  to  tell  whether  the  disease 
will  metastasize  either  to  the  right  or  left 
drainage  areas.  In  this  situation  careful  ob- 
servation at  monthly  intervals  of  draining 
node  areas  is  advised  and  wide  dissection 
delayed  until  positive  clinical  evidence  is 
available. 

Vulva:  Because  of  the  bilateral  drainage, 
radical  vulvectomy  with  complete  bilateral 
removal  of  the  superficial  and  deep  nodes  is 
advised. 

Eye:  Of  the  ten  cases,  eight  are  living  and 
well  and  the  postoperative  average  for  the 
group  is  6 years.  Two  died  of  diffuse  dis- 
ease at  six  and  nine  months.  The  procedure 
depends  on  evaluation  of  the  extent  of 
disease.  Six  of  the  eight  living  cases  had 
enucleation.  One  had  exenteration  of  all  the 
orbital  contents  including  the  eyelids  when 
the  disease  was  found  to  extend  through  the 


sclera.  Split  thickness  grafts  heal  very  well 
in  the  orbit.  The  more  radical  procedure 
precludes  the  use  of  a glass  eye.  For  cosmetic 
appearance  an  opaque  eye  glass  can  lie  worn 
over  the  area. 

It  is  our  experience  that  if  a patient  is  to 
develop  metastases  this  will  occur  in  about 
80  per  cent  within  a two  year  period.  Three- 
year  figures  are  significant  for  after  this  dura- 
tion of  follow-up,  we  lengthen  our  interval 
examinations  to  three  months.  This  does  not 
mean  any  assurance  of  freedom.  One  of  our 
groin  patients  with  bilateral  positive,  mul- 
tiple, and  large  metastatic  nodes  had  her 
first  recurrence  in  the  local  vaginal  cuff  area 
after  17  years.  This  only  stresses  the  value 
of  continuous  follow-up  and  tumor  registry 
work,  so  difficult  in  this  day  and  age. 

In  our  experience,  the  usual  precession  of 
inoperable  melanoma  has  not  been  altered 
by  any  chemotherapeutic  agent  which  we 
have  used  to  date.  Stehlin^^,  after  elaborate 
and  expensive  perfusion  procedures,  did  not 
show  improvement  in  his  final  end  results. 
Recently  a new  drug,  Imidazole  Carbox- 
amide (National  Service  Center — 45388)  has 
been  reported  as  useful  in  some  stages  of 
melanoma — 19  per  cent  of  patients  achieved 
objective  response  for  1 to  8 months  with  a 
median  response  of  three  months.  Of  those 
21  patients,  five  achieved  complete  regression. 
Only  time  and  control  studies  will  tell  the 
final  story. 

A bibliographic  listing  of  22  citations  will  be  included 
with  author’s  reprints. 
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Primary  sarcoma  of  the  breast  is  rare,  but  not  so 
rare  that  it  should  be  forgotten. 


Primary  Sarcoma  of  the  Breast 


Albert  J.  Kolarsick,  M.D./Red  Bank* 

In  reviewing  a personal  series  of  310  mastec- 
tomies done  between  1956  and  1970,  only 
three  cases  of  sarcoma  of  the  breast  were  en- 
countered. One  of  these  was  a “benign”  cysto- 
sarcoma  phylloides  in  a 78-year  old  female. 
This  lesion  measured  2 centimeters  in  its 
greatest  diameter  and  was  treated  with  simple 
mastectomy  with  good  results.  This  paper 
will  deal  with  two  primary  malignant  sar- 
comas of  the  breast,  an  incidence  of  0.6  per 
cent  of  our  310  cases,  which  is  twice  that  of 
0.3  per  cent  reported  by  Ariel.  Primary  sar- 
coma of  the  breast  is  rare.  Although  it  affects 
all  age  groups,  it  is  most  commonly  found  in 
the  fourth  and  fifth  decades.  The  gross  ap- 
pearance of  sarcoma  of  the  breast,  when 
large,  is  usually  diagnostic.  There  is  a tear- 
drop appearance  of  the  breast  with  flattening 
of  the  nipple.  Evidence  of  lobulation  may  be 
present.  Areas  of  red-purple  hue  of  the  skin 
and  fluctuation  are  frequently  noted  due  to 
the  liquification  and  cystic  formation  these 
tumors  undergo.  The  skin  is  fixed  to  the  tu- 
mor; however  the  entire  breast  is  usually 
movable  on  the  chest  wall.  Ulceration  is  rare. 
The  lesion  is  painful  due  to  the  rapid  en- 
largement of  the  breast. 

Case  One 

A 36-year  old  gravida  1,  para  1,  was  first  seen  in  Feb- 
ruary, 1969,  with  the  complaint  of  rapid  enlargement 
of  the  right  breast.  This  had  occurred  within  a pe- 
riod of  six  weeks  and  had  become  hot  and  painful 
the  last  two  to  three  days.  Her  past  history  was  un- 
remarkable with  the  exception  of  having  been  in- 
volved in  an  automobile  accident  in  September,  1968. 
There  was  no  mention  of  injury  of  the  right  breast 
at  the  time.  The  physical  examination  was  essentially 
normal  except  for  the  right  breast  which  appeared  to 
be  twice  the  size  of  the  left.  The  skin  was  shiiiv  and 
taut  while  the  entire  breast  was  warm  and  tender  to 
touch.  High  in  the  right  axilla  there  was  a movable 
node.  The  left  breast  was  entirely  normal. 

On  March  3,  1969,  a biopsy  of  the  right  breast  was 
done.  Upon  incising  into  the  upper  outer  cjuadrant 


of  the  breast,  a large  cavity  was  immediately  entered. 
It  contained  a large  amount  of  dark  red  clotted  and 
liquid  blood  which  was  evacuated,  along  with  brain- 
like tissue.  Bleeding  was  brisk.  Further  exploration 
showed  the  tumor  mass  to  involve  the  pectoralis  major 
muscle.  The  tissue  submitted  for  frozen  section  was 
reported  as  sarcoma.  At  this  point  the  bleeding  was 
controlled  and  the  wound  closed.  A description  of 
the  microscopic  examination  revealed  sections  which 
showed  a diffuse  proliferation  of  connective  cells  with 
whorled  and  palisading  arrangements,  many  with 
spindle  shaped  cells.  Numerous  multiple  nucleated 
giant  cells  were  seen,  some  with  a definite  foamy 
cytoplasm.  Large  nuclei  were  also  prominent.  One 
significant  feature  was  the  presence  of  osteoid  forma- 
tion. No  epithelial  cells  were  seen.  Diffuse  and  focal 
areas  of  hemonhage  and  extensive  necrosis  were 
noted.  The  diagnosis  was  osteogenic  sarcoma  of  the 
breast. 

The  patient  was  treated  with  4000r  cobalt  between 
March  5 and  April  27.  This  did  little  to  shrink  the 
tumor  size  of  the  breast  and  she  continued  to  have 
pain  and  serous  drainage  from  the  biopsy  site.  All 
studies,  including  x-rays  of  the  lungs,  skull,  ribs,  and 
upper  and  lower  extremities  were  negative.  On  May 
9,  the  patient  underwent  a right  radical  mastectomy 
with  skin  grafting  to  the  right  anterior  chest  wall. 
Microscopic  examination  again  revealed  osteogenic 
sarcoma  of  the  breast.  Lymph  nodes  were  free  of 
metastasis.  Post  operative  course  was  uneventful  and 
the  patient  was  discharged  on  the  eleventh  day  to  be 
followed  in  the  office.  Except  for  an  incidence  of 
cellulitis  of  the  right  arm  which  occurred  in  July, 
1969,  the  patient  did  well.  She  was  seen  again  in 
December  of  that  same  year  with  a history  of  short- 
ness of  breath  on  exertion  and  an  episode  of 
hemoptysis.  Chest  films  revealed  evidence  of  meta- 
static disease  in  both  lungs.  Upon  hospital  admission, 
a course  of  Cytoxan  therapy  was  administered  for 
ten  days,  following  which  she  improved  and  was  dis- 
charged. Another  episode  of  severe  dyspnea  occurred 
in  February,  1970,  and  the  patient  was  again  admitted 
to  the  hospital.  X-rays  of  the  lungs  showed  marked 
extension  of  the  metastatic  process,  especially  in  the 
left  lung  field,  with  atelectasis  and  a shift  of  the 
mediastinum  and  heart  to  the  left.  She  was  placed  on 
Cortisone  and  Cytoxan.  Dramatic  improvement  was 
noted  and  the  patient  was  discharged  home  on  Feb- 
ruary 10,  to  continue  with  medications  and  office 
follow  up.  She  did  well  until  April  17,  when  she 
was  readmitted  with  cyanosis,  dyspnea,  and  orthopnea. 
She  expired  almost  immediately. 

Case  Two 

A 4,')-year  old  nullipara,  was  first  seen  by  her  family 
physician  in  July  1970,  with  a three  week  history  of 
rapid  enlargement  of  the  left  breast  associated  with 
redness  and  pain.  A diagnosis  of  mastitis  was  made 

*l)r.  Kolarsick  is  Director,  Department  of  Surgery. 
Riverriew  Hospital,  Red  Bank,  New  Jersey. 


\’()L.  69-NUMBER  3-MARCH,  1972 


243 


and  the  patient  was  placed  on  antibiotic  therapy  for 
two  weeks  with  no  relief.  She  had  been  unaware  of 
a lump  in  either  breast;  however,  she  stated  the  left 
breast  had  always  been  larger  than  the  right.  Physical 
examination  was  normal  except  for  the  left  breast 
which  was  three  times  the  size  of  the  right.  The 
skin  was  taut,  shiny,  and  red.  The  nipple  was  flattened 
and  the  breast  appeared  lobulated.  An  area  measur- 
ing 6 centimeters  was  noted  outside  the  areola.  It 
was  red,  tender,  and  fluctuant.  The  skin  was  fixed  to 
the  underlying  breast  which  was  movable  on  the 
chest  wall.  The  fight  breast  was  negative  and  there 
was  no  axillary  adenopathy  on  either  side.  The  pre- 
operative chest  plate  revealed  a massive  homogenous 
breast  on  the  left  side  and  evidence  of  metastatic 
disease  in  the  right  lung  field. 

On  July  15,  1970,  the  patient  underwent  surgery  for 
a left  simple  mastectomy  with  a skin  graft  to  the 
anterior  chest  wall.  Pathological  examination  showed 
that  the  major  portion  of  the  breast  was  occupied  by 
a large  mass  with  evidence  of  nipple  retraction.  Upon 
sectioning,  a huge  tumor  measuring  15  centimeters 
in  diameter  was  seen.  In  the  center  was  a large  cyst. 
The  tumor  mass,  while  not  encapsulated,  was  sharply 
demarcated  from  normal  breast  tissue  at  the  edges. 
The  g^reatest  portion  of  the  tumor  was  soft,  fleshy  and 
white  in  appearance  except  for  some  areas  of  hemor- 
rhage and  yellow  necrosis.  At  one  edge,  a smaller 
mass  of  bulging  white  fibrous  tissue  resembling  a 
fibroadenoma,  was  seen.  The  bulging,  white,  fibrous 
tissue  consisted  of  acellular,  sclerotic  fibrous  tissue  and 
remnants  of  atrophic,  compressed  breast  ducts,  typical 
of  a benign  sclerotic  fibroadenoma.  The  soft,  fleshy 
areas  consisted  of  close-packed  fibroblastic  cells. 
Nuclei  were  generally  elongated  and  showed  consider- 
able variations  in  size  and  shape.  Irregular  mitoses 
were  frequent  and  occasional  bizarre,  giant  nuclei 
were  also  present.  Loose,  myxomatous  areas  of  sar- 
coma blended  into  the  denser  fibrosarcoma  tons  areas 
and  both  types  of  tissue  infiltrated  the  periphery  of 
the  sclerotic  area.  Ten  lymph  nodes  removed  at  the 
time  of  simple  mastectomy  were  normal. 

Postoperative  course  was  uneventful  and  the  wound 
healed  per  primum.  She  received  a course  of  cobalt 
therapy  to  the  right  lung  metastasis  between  July  23 
and  August  25,  1970.  The  mass  reduced  approxi- 
mately a fourth  in  size.  The  patient  was  seen  in  the 
office  October  20,  1970,  with  the  complaint  of  word 
aphasia:  however  she  lacked  further  signs  or  symptoms 
of  cerebral  involvement.  Breath  sounds  were  de- 
creased over  the  entire  right  lung  field.  The  patient 
was  admitted  to  another  hospital  by  h<“r  family  physi- 
cian because  of  convulsions  and  died  October  27, 
1970. 

Kennedy  and  J.  D.  Biggart,-  evaluated  their 
personal  experience  in  the  treatment  of  six 
breast  sarcomas  occurring  in  the  previous  ten 
years.  In  reviewing  the  literature  between 
1934  and  1966,  they  gathered  a total  of  35 
sarcomas,  5,453  carcinomas  and  1,189 
fibroadenomas.  These  cases  covered  the  popu- 
lation of  northern  Ireland  (1.5  million  peo- 
ple.) Of  the  35  sarcomas,  four  were  lym- 
phosarcomas which  presented  as  jDiimary 
breast  tumors.  They  excluded  these  from 


their  study.  Of  the  remaining  31  cases,  11  had 
their  origin  in  fibroadenomas.  They  classified 
their  cases  as  follows  : 

1.  Adenosarcoma  (11  cases)  There  was  a definire 

or  probable  origin  from  a fi- 
broadenoma. 

2.  Carcinosarcoma  (2  cases)  These  cases  lacked 

evidence  signifying  origin  from 
a fibroadenoma. 

3.  Pure  sarcoma  (18  cases)  An  epithelial  com- 

ponent was  lacking  in  these 
cases.  Microscopic  features  were 
those  of  a mesenchymal  pro- 
liferation. Of  18  cases,  13  were 
spindle  cell  sarcoma,  1 a myo- 
sarcoma, and  the  remaining  4 
cases  showed  features  indistin- 
guishable from  those  usually 
confined  to  osseous  tissue.  One 
was  a chondrosarcoma  and  the 
other  3 were  osteogenic  sarcoma 
containing  islands  of  pure  bone. 

According  to  the  above  classification,  our  case 
number  one  is  considered  to  be  a pure  sar- 
coma. Microscopically,  the  osseous  and  car- 
tilagenous  elements  were  dominant  and  read- 
ily recognizable.  Remnants  of  breast  paren- 
chyma were  infiltrated  bv  tumor  cells.  .Also  a 
lack  of  relationship  to  other  bones,  as  evi- 
denced by  normal  radiological  appearance  of 
all  long  bones,  ribs,  vertebrae  and  skull, 
points  to  primary  origin  in  the  breast.  Case 
number  two,  having  presented  a definite 
fibroadenomatous  component,  would  be  classi- 
fied as  an  adenosarcoma,  according  to  Ken- 
nedy and  Biggart.^ 

Norris  and  Taylor,’  described  the  clinical  and 
pathological  findings  in  32  patients  with 
mesenchymal  neoplasms  of  the  breast.  These 
neoplasms  were  similar  to  mesenchymal  tu- 
mors elsewhere  in  the  body  except  that 
heterologous  differentiation  to  form  bone, 
cartilage,  muscle  and  fat  was  surprisingly 
frequent.  Recurrent  lesions  occurred  in  12  of 
the  32  patients,  all  within  14  months  of  initi- 
al therapy.  Eight  patients  died  of  their  tumor 
within  five  years. 

They  state  that  the  specialized  tissue  of  the 
breast,  specifically  the  periductal,  interlobu- 
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lar  and  intralobular  fibrous  stroma,  give  rise 
to  neoplasms  that  differ  basically  from  cysto 
sarcoma  phylloides  in  that  an  epithelial  com- 
ponent is  absent.  These  neoplasms  of  mam- 
mary stroma  are  similar  to  soft  tissue  tumors 
elsewhere  in  the  body  since  they  are  basically 
spindle  cell  (fibroblastic)  proliferations. 
Some  of  these  tumors  had  histologic  features 
of  low  grade  fibrous  proliferations,  but  they 
tended  to  recur  often  with  a worsening  his- 
tologic appearance.  Metastatic  capability  was 
impossible  to  predict,  but  it  was  apparent 
that  any  tumor  with  five  or  more  mitotic 
figures  per  ten  high  powered  fields  was  capa- 
ble of  metastasis.  Of  their  32  patients,  8 con- 
tained elements  of  bone  and/or  cartilage. 
However,  these  heterologous  elements,  in 
every  instance,  were  minor  as  the  spindle  ele- 
ment was  dominant. 

Cysto  sarcoma  phylloides  comprises  over  half 
of  all  breast  sarcomas.  It  arises  from  a pre- 
existing fibroadenoma  and  usually  occurs 
ten  years  earlier  than  adenocarcinoma  of  the 
breast.  The  tumor  usually  grows  slowly  and 
the  patient  is  aware  of  having  a small  lump 
in  the  breast  for  years  before  rapid  enlarge- 
ment takes  place.  These  tumors  vary  in  size 
up  to  as  much  as  30  pounds.  The  massive 
size,  however,  does  not  necessarily  indicate 
malignancy,  nor  does  a small  tumor  exclude 
it.  Four  of  Kennedy  and  Biggart’s  cases  meas- 
ured less  than  3 centimeters.  There  is  no 
relationship  between  trauma,  childbirth,  lac- 
tation or  abcess  in  the  development  of  breast 
sarcomas.  In  1950,  McDonald  and  Harring- 
ton'* estimated  that  a sarcomatous  stroma  oc- 
curred in  10  j)er  cent  of  all  so-called  cysto 
sarcoma  phylloides. 

Metastases  to  axillary  lymph  nodes  is  very 
rare.  These  lesions  tend  to  spread  by  direct 
extension  or  via  the  blood  stream.  Lester  and 
Stout'*  found  28  per  cent  of  their  cases  to  be 
histologically  malignant.  However,  of  these, 
only  2.8  per  cent  metastasized.  Treves  and 
Sunderland®  reviewed  77  cases  at  Memorial 
Hospital  extending  o\er  a period  from  1930 
to  1919.  They  lound  9 out  of  18  histologically 
malignant  lesions  to  metastasize  to  viscera 


and  only  one  to  axillary  lymph  nodes. 

Treatment  and  Prognosis 

While  small  tumors  of  the  cysto  sarcoma 
phylloides  variety  may  be  locally  excised,  the 
better  and  usual  treatment  is  simple  mastec- 
tomy with  removal  of  the  pectoralis  fascia 
and/or  pectoralis  muscle  if  involved.  On 
rare  occasions,  a radical  mastectomy  is  done 
for  the  histologically  malignant  variety  with 
axillary  metastasis.  Skin  grafting  is  often 
necessary  to  cover  the  chest  wall.  Radiation 
and  chemotherapy  are  of  no  value  in  the 
treatment  of  this  tumor. 

Kennedy  and  Biggart^  found  it  difficult  to 
determine  which  of  their  cases  would  recur 
or  metastasize.  They  found  it  easy  to  diagnose 
a tumor  as  malignant  if  it  had  bizarre,  pleo- 
morphic stroma,  and  frequent  mitotic  figures. 
But  some  of  these  stromal  tumors  had  a very 
cellular,  spindle-cell  structure,  yet,  showed  no 
pleomorphism  and  few  mitosis.  Analysis  of 
their  six  fatal  cases  indicated  that  in  only 
three  cases  was  the  incidence  of  jjleomorph- 
ism  moderate  to  marked,  the  other  three 
Ijeing  mild. 

Even  though  our  case  number  one  died  in 
thirteen  months  from  diffuse  bilateral  pulmo- 
nary metastasis,  Kennedy  and  Biggart’s  re- 
port- indicates  that  sarcomata  containing 
bone  and  cartilage  do  not  necessarily  have  a 
sinister  prognosis.  Three  of  their  cases  have 
survived  nine  montlis,  nine  and  one-half 
years,  and  eleven  years.  They  admitted  their 
inability  on  histologic  grounds  to  differenti- 
ate, with  any  certai)ity,  a tumor  which  is 
going  to  assume  aggressive  characteristics 
from  one  that  is  likely  to  be  cuied  from  a 
sim|)le  mastectomy. 

While  the  t^vo  |)rimary  sarcomata  of  the 
breast  discussed  in  this  paper  arc  rare,  there 
arc  others  of  even  less  fic(|uent  occurrence. 
Lymphosarcoma  occasionally  occurs  in  the 
breast  as  the  only  site  of  involvement  hut 
more  frecpiently  as  part  of  the  general  dis- 
ease. Extremely  rare  arc  angiosarcoma, 
liposarcoma,  and  myosarcoma. 
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Learning  About  Iron 

An  “Iron  Learning  System”  has  been  pro- 
duced by  Medcom  Associates  and  is  sponsored 
by  Lakeside  Laboratories.  The  faculty  in- 
cludes well-known  hematologists.  The  system 
brings  a world-wide,  outstanding  faculty  to 
our  reader  physicians.  Their  initial  time  in- 
vestment is  about  30  minutes. 

The  Iron  Learning  System  consists  of  three 
parts.  First,  a 30-minute  film  documentary 
moderated  by  Dr.  David  Lauler  of  Harvard 
introduces  subject  matter  such  as  iron  metab- 
olism, transfusion  therapy,  and  iron  deficien- 
cy anemia  all  the  way  from  pre-natal  to  the 
geriatric  patient. 

The  second  part  is  a print  monograph  of 
permanent  reference  value.  The  authors  are 
Vv^ell-known  authorities.  Such  subjects  as  the 
clinical  evaluation  of  bleeding,  transfusion 
therapy,  and  systemic  effects  of  iron  deficiency 
are  described  in  depth. 

The  third  part  of  the  ILS  is  a self-evaluation 
section  in  multiple  choice  form.  This  enables 
physicians  to  measure  their  absorption  of  the 
material  presented  in  the  first  two  parts  of  the 
system. 

1 his  project  in  continuing  physician  educa- 
tion is  provided  as  a service  to  the  profession 
by  Lakeside  Laboratories  of  Milwaukee.  Want 
to  participate  in  this  unique  learning  experi- 
ence? Write  to  Professional  Services  Depart- 
ment, 1707  East  North  A\enue,  Milwaukee, 
Wisconsin  63201. 
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Amphetamine  Production  Quotas 

The  Justice  Department  proposed  produc- 
tion quotas  to  cut  by  40  per  cent  the  amount 
of  amphetamine  and  methamphetamine  man- 
ufactured by  U.  S.  drug  companies  in  1972. 
The  Bureau  of  Narcotics  and  Dangerous 
Drugs  (BNDD)  proposed  to  limit  production 
of  amphetamine  to  5,870  kilograms  and 
methamphetamine  to  2,782  kilograms — a 40 
per  cent  cut  from  1971  production  and  a 70 
per  cent  cut  from  what  was  requested  by 
drug  companies.  It  is  estimated  that  9,356  kil- 
ograms of  amphetamine  and  4,926  kilograms 
of  methamphetamine  will  be  produced  in 
1971.  The  drugs  are  used  to  treat  narcolepsy 
and  hyperkinesis.  They  also  have  been  used 
widely  for  treatment  of  overweight,  although 
such  use  is  questionable. 

BNDD  has  estimated  that  large  amounts  of 
the  legally  produced  drugs  have  been  divert- 
ed into  the  illicit  drug  traffic. 

The  40  per  cent  production  cut  was  recom- 
mended by  the  Department  of  Health,  Edu- 
cation, and  Welfare.  The  projx)sed  quota  is 
the  first  time  the  government  has  used  this 
authority  under  the  Drug  Abuse  Prevention 
and  Control  Act.  Manufacturers  had  30  days 
to  contest  the  action  before  it  took  effect. 

Legal  use  of  amphetamines  could  be  cur- 
tailed as  the  result  of  a current  Food  and 
Drug  Administration  evaluation  study  of 
their  effectiveness  as  a weight-reducing  drug. 
FDA  has  ordered  amphetamine  manufac  turers 
to  submit  additional  proof  of  effectiveness. 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
■Jfjl  as  effective  therapy. 
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The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 
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terone.  Thyroid  It  not  to  be  used  in  heart  disease  and  hypertension. 

wantags:  Larie  douges  may  cause  anorena.  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
diumess.  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congastiva  heart 
failure  and  mammary  carcinoma  in  riiales. 

PrecMbant;  If  hypothyroidism  Is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrcctad  prior 
to  and  during  thyroid  administration. 

Mvarst  laactioei:  Since  Androgens,  in  general,  lend  to  promote  retentioa  of  sodium  and  watar,  patiairtt 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  adema. 
Hypercalcemia  may  occur,  particularly  in  immobilired  patients:  use  of  TestosterecM  should  be  dIacontJnoatf 
as  soon  as  hypercakemia  is  dalected. 


) Urol  79  A63.  19S9.  <m.  »«..  •>-  r-..-.  «.  .......  . — - 

delohia.  195S,  p.  1432.  7.  wtrsaub,  L P.  Sciuil  Impoltnct  in  tha  Malt.  Thomiu,  Springfield, 
m.,  1959.  pp.  79-99. 
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Here  are  concrete  suggestions  on  a subject  that  is 
getting  increasing  attention  these  days. 


Physician  Assistants’  Training* 

A Model  for  Human  Resources  Development 


Stanley  S.  Bergen,  Jr.,  M.D./Newark 
and  Richard  W.  Clapp/New  York 

The  number  and  variety  of  physician  assistant 
programs  is  steadily  increasing.  These  models 
provide  different  training  methods  and  work- 
sites which  we  can  use  to  evaluate  their  effec- 
tiveness and  their  prospects  for  the  future. 

A few  of  the  physician  assistant  programs, 
such  as  the  Brooklyn-Cumberland/Long  Is- 
land University  Medical  Services  Associate 
program,  have  attempted  to  recruit  members 
of  minority  and/or  low  income  groups.  We 
would  like  to  emphasize  this  aspect  of  physi- 
cian assistant  recruitment.  The  underlying 
philosophy  here  is  that  there  are  secondary 
gains  (beyond  the  obvious  gains  in  new 
health  manpower)  in  providing  meaningful 
new  jobs  and  a positive  image  of  the  health 
professions  in  minority  and  low  income  com- 
munities. LenzeU  feels  that  such  training  pro- 
grams “will  give  role  models  to  the  poor,  an 
underused  human  resource— a resource  that 
may  well  prevent  violence  by  the  loss  of 
meaninglessness  of  life.” 

Another  advantage  is  that  these  people  are 
more  familiar  with  the  attitudes  and  mores  of 
the  communities  where  they  reside.  Strauss- 
suggests  that  the  health  care  delivered  by 
such  indigenous  paraprofessionals  may  well 
be  more  dignified  and  acceptable  to  the  jja- 
tients  than  that  delivered  in  the  past  by  pro- 
fessionals with  different  backgrounds.  Since 
dignity  and  accountability  of  the  services  to 
the  needs  of  the  community  should  be  a goal 
in  all  our  health  programs,  this  aspect  of  assis- 
tant training  is  important. 


Another  significant  source  of  physician  as- 
sistants has  been  (and  will  continue  to  be) 
the  returned  military  medical  corpsman.  The 
military  services’  placement  programs,  “Pro- 
ject Transition”  and  “Re-Med,”  attempt  to 
make  returning  corpsmen  aware  of  the  op- 
portunities for  further  training  and  employ- 
ment in  the  civilian  sector  as  physician  assis- 
tants. 

The  curricula  of  the  various  physician  assis- 
tant programs  vary  widely.  The  ad  hoc  panel 
of  the  Board  on  Medicine  of  the  National 
Academy  of  Sciences  has  suggested®  distinc- 
tions between  three  types  of  physician  assis- 
tant, based  on  their  training  and  functions. 
Types  B and  C are  either  highly  trained  in  a 
special  skill  or  broadly  trained  but  requiring 
constant  supervision.  The  Type  A physician 
assistant,  using  his  rubrics,  aids  the  physician 
in  diagnostic  and  therapeutic  procedures  and 
supervises  the  activities  of  other  technicians; 
it  is  this  type  that  we  will  concern  ourselves 
with  in  the  discussion  of  a model  curriculum. 

d'he  goal  in  all  health  careers’  training  pro- 
grams should  be  to  provide  a continuum  of 
courses  and  clinical  experience  that  will  allow 
the  health  worker  to  advance  to  that  degree 
of  skill  and  responsibility  of  which  he  or  she 
is  capable.  Job  categories  should  be  structured 
to  allow  the  health  worker  to  stop  at  a 
plateau  that  best  utilizes  his  capabilities,  with 

* I liis  was  delivered,  in  part,  January  28,  1971,  at  the 
Physicians’  .Assistant  Conference,  Brooklyn-Cumber- 
land  Medical  Center,  Long  Island  University,  Brook- 
lyn, New  York.  Dr.  Bergen  is  President  of  the  College 
of  Medicine  and  Dentistry  of  New  Jersey,  and  also 
Professor  of  Internal  Medicine.  Mr.  Clapp  is  Executive 
Assistant  of  the  New  York  City  Health  and  Hospitals 
Corporation. 
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the  potential  of  moving  on  to  the  next  level 
when  he  has  demonstrated  motivation  and 
ability.  The  curriculum  must  be  developed  as 
a set  of  building  blocks,  or  modules,  with  each 
level  providing  a base  for  the  next.  Such  a 
continuum  provides  the  student  with  the 
prerequisites  for  higher  achievement  and 
hopefully  eliminates  much  of  the  current 
dead-end  training.  The  program  should 
be  flexible  enough  to  accommodate  the 
diverse  backgrounds  the  candidates  will  bring 
to  the  program.  High  schools  should  give 
courses  which  provide  background  for  careers 
in  health.  The  curricula  of  physician  assistant 
programs  may  vary  widely.  One  possible  cur- 
riculum is  here  outlined. 

The  model  program  could  be  offered  as  a 
two-year,  year-round,  full-time  course  with  the 
academic  material  given  at  a university  or 
community  college  and  clinical  work  per- 
formed at  a university  medical  center  or  com- 
munity teaching  hospital. 

At  the  university,  the  students  would  be  re- 
quired to  take  a sequence  of  courses  in  the 
natural  sciences  and  liberal  arts;  these  would 
include  English,  mathematics,  chemistry,  biol- 
ogy, anatomy,  physiology,  microbiology,  soci- 
ologiy,  psychology,  and  urban  studies.  The 
courses  should  be  spaced  to  run  the  entire  two 
years,  but  the  clinical  work  should  predomi- 
nate the  second  year. 

The  clinical  course  should  be  divided  into 
three  phases;  (1)  clinical  introduction,  (2) 
medical  sciences,  and  (3)  clinical  rotations. 
The  clinical  introduction  is  designed  as  a first 
step  in  the  development  of  a “core  curricu- 
lum” for  all  students  entering  programs  in  the 
allied  health  field.  Core  curricula  are  being 
offered  in  many  institutions  in  order  to: 

(1)  familiarize  the  student  with  the  diverse  oppor- 
tunities in  the  health  field  and  thus  enable  him  to 
make  a wiser  judgment  concerning  his  eventual 
career,  and 

(2)  insure  better  that  the  student  entering  the  health 
field  is  exposed  to  a common  philosophy,  outlook,  and 
language  to  enhance  his  ability  to  interact  with 
fellow  members  of  the  health  team. 

Core  course  content  should  be  developed  to 


enable  students  to: 

(1)  gain  an  understanding  of  health  service  resources, 

(2)  gain  an  understanding  of  and  experience  with 
team  relationships, 

(3)  become  acquainted  with  ethics  in  the  health  field, 

(4)  gain  knowledge  of  pathophysiology  and  psycho- 
pathology, 

(5)  understand  how  diseases  are  treated,  and 

(6)  develop  skills  in  maintaining  environments  con- 
ducive to  patient  welfare. 

The  second  phase  of  clinical  work  should  be 
closely  coordinated  with  classroom  work  in 
anatomy  and  physiology  at  the  university. 
The  clinical  courses,  referred  to  as  “Medical 
Sciences,”  should  be  presented  using  the  inte- 
grated curriculum  method.^-  ® This  method 
has  been  used  with  success  notably  at  Case- 
Western  Reserve  School  of  Medicine®  and 
also  in  the  Purser-Pharmacist  Mate  Program 
(Marine  Physician’s  Assistant)  at  the  United 
States  Public  Health  Service  Hospital  on 
Staten  Island.  The  integrated  curriculum 
method  “provides  a unified  academic  and  ap- 
plied (clinical)  exposure  to  each  subject, 
thereby  enhancing  the  student’s  uptake  and 
retention  of  information.”^ 

The  third  phase  of  clinical  work,  lasting 
several  months,  should  be  a full-time  clinical 
exposure.  The  students  could  be  divided  into 
small  groups  and  rotated  through  the  follow- 
ing areas:  medical  and  surgical  services;  out- 
patient clinics  and  the  emergency  room; 
offices  of  private  physicians;  and  neighbor- 
hood health  facilities.  Elective  time  could  also 
be  allotted  to  allow  students  to  rotate  through 
specialty  departments  of  their  own  particular 
interest. 

Setting  for  the  training  can  also  vary  widely. 
Some  high  schools  have  already  initiated  pro- 
grams to  prepare  students  for  health  science 
careers.  The  college-level  education  might 
take  place  at  a community  college,  a four-year 
college  or  university,  or  in  the  classrooms  of  a 
teaching  hospital  associated  with  an  institu- 
tion of  higher  education.  The  basic  medical 
sciences  would  ideally  be  taught  in  a universi- 
ty or  medical  school,  utilizing  the  basic 
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science  faculty  involved  in  other  health 
sciences  education.  The  clinical  training  must 
be  carried  out  in  a hospital  or  medical  school. 

A physician  assistant  training  program 
should  be  flexible  about  each  candidate’s 
background:  it  should  not  take  a “rule  out, 
rule  in’’  approach.  Especially  in  the  early 
stages  of  these  programs,  many  people  will  be 
interested  in  becoming  physician  assistants 
who  do  not  have  the  requisite  science  courses 
or  who  may  have  taken  courses  in  related 
areas.  College  credits  should  be  transferred 
and  specialized  credits  should  be  given  for 
other  courses  or  clinical  experience.  Proficien- 
cy or  placement  examinations  may  aid  in  this 
process,  but  adequate  counseling  is  essential. 
Another  approach  might  be  the  development 
of  parallel  courses,  with  or  without  college 
credit  but  covering  essentially  the  same  basic 
material.  The  standards  of  quality  for  physi- 
cian assistants  may  be  established  at  the  end 
of  the  training,  either  through  graduation  re- 
quirements or  certification. 

The  mobility  of  physician  assistants  once  they 
are  trained  should  be  similarly  flexible.  Indi- 
vidual physician  assistants  may  become  super- 
visors of  other  physician  assistants  on  a service 
or  in  an  institution;  they  may  become  instruc- 
tors in  training  programs;  or  they  may  choose 
further  training  leading  to  a degree  in  medi- 
cine, dentistry,  health  care  administration, 
and  so  on.  Experience  in  other  educational 
fields  indicates  that  this  kind  of  open-ended 
mobility  is  the  best  stimulus  for  achievement. 

Unfortunately  mobility  into  the  professional 
schools  may  be  the  last  to  develop.  Many  of 
the.se  schools  have  well-established  criteria  for 
admission  and  may  be  reluctant  to  accept  stu- 
dents who  do  not  possess  the  background 
afforded  by  a standard  pre-medical  program. 
There  are  some  hopeful  signs  in  those  schools 
that  are  developing  (or  affiliating  with  schools 
for  allied  health  professions)  that  strict  ad- 
herence to  such  recpiiremeius  is  changing.  .\s 
a final  goal,  we  can  envision  a health  sciences 
university  with  multiple  entry  points  where 


prospective  health  workers  at  all  levels  would 
be  trained  in  educational  programs  that  al- 
lowed the  maximum  horizontal  and  vertical 
mobility  for  the  graduates. 

The  physician  assistant  programs,  then,  are 
beginning  to  establish  themselves  as  valuable 
sources  of  new  health  manpower  which  can 
provide  more  health  care  job  opportunities 
for  minority  groups  and  low  income  commu- 
nities. They  may  be  able  to  provide  primary 
care  in  a manner  more  consistent  with  the 
values  of  the  indigenous  population.  Also, 
this  new  category  of  workers  will  begin  to  fill 
the  gap  in  the  health  industry  described  by 
Fuchs;®  they  may  begin  to  provide  middle 
management  and  patient  care  skills  between 
the  doctor  and  the  nurse  that  have  heretofore 
been  lacking. 

Regulations  must  be  developed  to  assure  their 
proper  responsibility  and  accountability  to 
the  physician.  The  setting  of  the  training  pro- 
grams may  vary  from  community  college  to 
university  or  university  medical  campuses. 
Above  all,  however,  the  training  programs 
should  be  designed  to  allow  multiple  entry 
points  azid  maximum  retraining  and  mobility 
for  the  health  workers. 

With  larger  numbers  of  community  residents 
involved  in  meaningful  work,  health  institu- 
tions will  become  a more  responsive  and  vital 
force  for  community  improvement  and  good 
health. 
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Here  is  something  different  from  the 
traditional  scientific  paper~~and 
perhaps  more  practical  than  some. 


Speciai 


How  to  Get  the  Most  Out  of  Medical  Meetings 

George  L.  Becker,  Jr.,  M.D.,  Franklin  Lakes 


Medical  meetings  are  not  only  a major  source 
of  graduate  education,  but  also  an  industry  of 
substantial  proportions.  During  this  past  dec- 
ade, I have  viewed  this  phenomenon  as  an 
eager  resident,  chairman  of  a national  meet- 
ing for  over  1,000  surgeons,  and  now,  as  a 
somewhat  more  disillusioned  critical  attender 
of  meetings.  A critical  view  at  the  meeting 
phenomenon  is  intended. 

Why  go  to  meetings  at  all  in  this  day  of  audio 
tapes,  an  enlightened  press,  and  abundant 
journals?  The  three  main  reasons  for  physi- 
cians to  attend  medical  meetings  are:  (1) 

knowledge  (to  know)  ; (2)  to  wheel  and  deal — 
to  be  seen  and  heard  by  others;  and  (3)  fel- 
lowship—to  have  fun. 

The  quest  for  knowledge  predominates  in 
evaluating  a meeting’s  worthiness.  A poor 
program  will  generally  doom  any  meeting. 
Medical  knowledge  may  be  disseminated  in 
many  ways,  but  there  is  no  substitute  for  the 
aggregation  and  the  give-and-take  of  a medi- 
cal meeting  as  an  intellectual  market  place. 
Reputations  are  to  be  made,  new  positions 
and  associates  are  to  be  secured,  new  medical 
products  are  to  be  evaluated  and  introduced, 
the  heft  of  the  latest  from  the  instrument 
makers  is  to  be  tested,  and  medicine  puts  on 
its  best  face  for  the  press. 

Contemplate  what  a meeting  will  cost  you, 
before  you  decide  how  attractive  it  is.  If  there 
are,  say  21  papers  in  3 days,  and  your  total 
meeting  expenses  mount  to  over  $300  you 
approach  a cost  to  you  of  $15  per  paper  read. 
A hundred  dollars  a day  is  not  unrealistic, 
when  the  cost  of  transportation  to  a distant 
site  is  taken  into  account.  This  does  not  reck- 


on with  the  time  out  of  the  office,  the  pa- 
tients turned  away,  and  the  like.  Before  you 
conclude  that  three  days  are  too  short,  let  me 
point  out  that  a three-day  meeting  has  been 
found  to  be  most  popular  in  the  polls  of  a 
large  specialty  group.  Are  all  those  papers 
listed,  worth  the  cost?  The  answer  is  probably 
not.  Some  are  rehash,  others  are  poorly 
presented,  and  others  are  peripheral  to  your 
interest.  This  shouldn’t  necessarily  discourage 
you,  but  it  is  helpful  in  deciding  what  one 
can  anticipate  and  what  its  monetary  value 
is.  Extending  the  cost  accounting  concept  will 
help  you  determine  whether  there  is  advan- 
tage in  consolidating  a meeting  and  a family 
vacation. 

Formal  presentations  are  not  the  only  scien- 
tific benefits  of  a meeting.  Look  for  the  oth- 
ers: Is  there  exposure  to  the  great  minds  of 
medicine?  Is  there  an  opportunity  to  hear 
these  giants  debate  the  merits  of  varying 
treatments  with  others  of  differing  opinions? 
Do  you  have  a chance  to  ask  your  own  ques- 
tions of  a panel  group  at  the  sessions  or  at 
the  exhibits?  Are  there  ample  scientific  ex- 
hibits to  be  pursued  at  your  own  pace?  Are 
the  commercial  exhibits  there  of  such  quality 
tliat  you  can  evaluate  and  purchase  the  latest 
in  medicine,  equipment,  and  books?  Have  the 
meeting  planners  excluded  exliibitors  whose 
sole  purpose  is  high  pressure  salesmanship? 
Are  there  scientific  and  social  functions, 
luncheons,  luncheon  discussion  groups, 
bre;iklast  sessions,  and  so  on,  including  a ban- 
quet, where  you  can  participate  in  an  inter- 
change of  kncmlcdge  with  your  colleagues? 

For  an  overlooked  learning  experience,  look 
briefly  in  on  the  working  medical  press  at  a 
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big  meeting.  You  will  see  true  professionals 
with  national  reputations  dissect  away  the  su- 
perfluous as  they  dig  for  the  real  medical 
advances.  What  will  surprise  you  is  to  see 
what  they  select  for  both  lay  and  medical 
publications.  You  will  learn  what  the  pros  say 
your  patients  and  colleagues  are  interested  in. 
It  is  not  what  the  physician  might  expect 
would  be  important.  A source  of  patient  de- 
mand for  our  services  comes  from  what  pa- 
tients read. 

reputable  driver  service  relieves  me  of  the 
difficult  part  of  traveling:  i.e.,  going  to  and 
returning  from  the  home  airport.  Are  you 
able  to  travel  during  a “thrift  period?”  If  yes, 
there  are  considerable  additional  savings.  A 
meal  flight  is  a big  time-saver — you  don’t  have 
to  eat  when  you  arrive.  Use  the  non-meal 
part  of  the  flight  time  to  study  the  meeting 
program  and  to  apportion  the  time  among 
the  various  meeting  functions.  The  problem 
of  room  accommodation  can  be  a thorny  one, 
especially  if  room  assignments  are  handled  by 
a convention  bureau.  This  has  led  some  to 
obtain  rooms,  in  the  wife’s  name,  by  direct 
contact  with  a hotel,  neglecting  to  mention 
the  M.D.  What  is  the  weather  like?  A glance 
at  the  weather  map  in  the  hometown  paper  is 
especially  helpful  here.  One  of  the  joys  of  the 
three-day  meeting  is  the  opportunity  to 
“travel  light.”  Carry-on  luggage  means  no 
waiting  at  the  baggage  counter,  no  lost  lug- 
gage, and  no  waits  for  porters.  A caution: 
pack  it  light;  airports  are  getting  bigger. 

U'lifit  lo  bring:  Note  pads  and  a supply  of 
pens;  a small  flashlight  for  note-taking  in  to- 
tally darkened  rooms;  and,  should  you  wish 
to  j^hotograph  slides,  a camera.  In  our  own 
group,  the  doctor  going  to  a meeting  takes  his 
cassette  recorder  to  bring  back  the  essentials 
of  the  meeting  for  those  whose  coverage  al- 
lowed him  to  go  in  the  first  place.  Key  papers 
are  taped  entirely;  lesser  ones  are  summa- 
rized. If  you  plan  to  tape  the  meeting,  check 
the  meeting  room  for  the  best  sound  pick-up. 
If  it  isn’t  immediately  obvious,  the  profession- 
al projectionist  can  point  out  the  best  spot 


for  taping.  Do  you  have  some  x-rays  or  data 
on  a problem  case  that  you  would  like  to 
show  the  experts?  If  so,  take  this  material 
along. 

For  many  physicians,  a meeting  is  a physical 
ordeal  that  far  exceeds  the  stresses  of  their 
practices.  First,  he  had  to  double  his  efforts  to 
get  away.  Then,  he  goes  at  the  last  possible 
minute — this  assures  him  of  no  chance  to  rest 
from  the  trip;  no  chance  to  adjust  to  time 
changes;  no  chance  to  compensate  for  travel 
delays. 

If  you  have  the  chance  to  pre-register,  do  it. 
It  helps  your  group  plan  the  meeting  and  it 
saves  you  the  deadly  waiting  in  line,  especial- 
ly if  you  have  just  arrived,  and  are  tired.  The 
prudent  physician  arrives  the  night  before,  a 
little  tired,  but  all  signed  in. 

The  knowledge  explosion  has  forced  modern 
meeting  planners  to  plan  simultaneous  ses- 
sions. Often,  there  are  at  the  same  time  pa- 
pers, scientific  movies,  and  scientific  and  com- 
mercial exhibits.  You  can’t  make  them  all. 
For  this  reason,  use  the  plane  trip  to  the 
meeting  to  find  the  time  to  plan  the  week’s 
activities.  ^Vithout  advanced  planning,  it  is 
easy  to  be  caught  Uj)  in  the  sensational  and 
the  close-at-hand,  thus  losing  out  on  what 
would  have  been  of  practical  value  to  you 
and  your  patients. 

Many  physicians  come  home  from  a meeting 
more  tired  than  had  they  put  in  twice  as 
many  18-hour  days  at  home.  I think  that 
these  physicians  are  acting  more  like  their 
patients  than  as  trained  professionals.  They 
work  excessively  hard  to  get  away.  They 
make  no  provision  to  get  any  rest;  they  eat 
and  drink  late  and  heavily  and  sleep  ]>oorly. 
They  try  to  emulate  scholastic  learning  as  a 
medical  student,  decades  before.  .Alas,  middle 
life  has  deprived  them  of  the  “study  all  day 
and  party  all  night  habits”  of  their  early  20’s. 
It  isn’t  easy  to  shave  off  all  those  extra  calo- 
ries accumulated  at  the  “happy  hour.” 

Two  special  types  of  meeting  deserve  some 
comment.  .At  least  once  in  your  lifetime,  treat 
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yourself  to  a meeting  abroad.  It  is  a delight- 
ful experience  and  tops  for  learning.  One 
finds  his  foreign  colleagues  informed,  polite, 
and  especially  hospitable.  They  often  make 
available  to  you  the  opportunity  to  attend 
their  clinics  and  hospitals,  and  to  see  first- 
hand, how  well  they  handle  problems.  At  the 
very  least,  you  appreciate  the  one  world  of 
those  who  minister  to  the  sick.  The  post  con- 
vention tour  is  to  be  praised.  Is  it  just  a tax 
dodge?  Not  at  all.  Really,  it  is  just  an  oppor- 
tunity to  attend  scientific  sessions  in  a more 
leisurely  pace. 

[ot  doAvn  your  expenses  at  day’s  end.  In  this 
way,  justifiable  deductions  are  not  over- 
looked. On  the  plane  home,  read  the  litera- 
ture acquired  at  the  meeting.  This  is  also  the 
time  to  make  notes  from  which  you  can  later 
dictate  letters  and  reports. 

The  best  organizations  have  the  prestige  and 
reputation  for  attention  to  speakers’  needs; 
thus,  they  attract  the  more  desirable  speakers. 
This  type  of  group  keeps  in  touch  with  mem- 
bers’ educational  needs,  so  that  its  programs 
are  timely  and  more  desirable.  Since  there  is 
considerable  competition  for  attractive  meet- 
ing sites,  a strong  organization  with  good  ad- 
vanced planning  most  often  has  the  best  se- 


Clinical Center  Study 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  a controlled  clini- 
cal trial  of  the  treatment  of  advance  ovarian 
carcinoma  being  conducted  by  the  National 
Cancer  Institute  at  the  Clinical  Center,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land. 

Previously  untreated  patients  with  serous  or 
undifferentiated  ovarian  carcinomas  Stage  III 
or  IV  (International  Classification)  are  need- 
ed for  this  study.  Of  particular  interest  are 
patients  with  ascites,  since  pretreatment  assess- 
ment of  aspects  of  the  cell  cycle  estimations  of 


lection  of  good  sites.  One  can  infer  from  a 
poor  choice  of  meeting  site,  that  the  group 
had  begun  planning  late,  or  that  planning 
was  defective.  Beware  this  meeting. 

As  an  institution  for  graduate  medical  educa- 
tion, meetings  should  endure.  There  is  no 
comparable  way  to  disseminate  the  advances 
of  medicine  to  practicing  physicians  as  quick- 
ly. There  is  no  other  way  that  the  peripheral 
functions,  such  as  job  hunting  and  organiza- 
tional activities  can  be  carried  out.  For  such 
abuses  as  occur,  particularly  regarding  the 
tax-deductible  features,  there  can  be  expected 
more  restrictions  and  limitations.  For  the  in- 
dividual physician,  both  the  necessity  of 
providing  continuous  service  to  patients,  and 
the  not  inconsiderable  expense  involved  lim- 
it attendance.  Audio-taped  highlights  of  a 
meeting  are  an  already  attractive  alternative. 
The  coming  feasibility  of  video-taping  should 
extend  the  value  of  the  medical  convention, 
and  shoiild  do  more  to  stimulate  interest  than 
to  limit  attendance.  We  all  bemoan  the  more 
stringent  regulations  of  medical  practice, 
nonetheless,  the  requirement  to  attend  at 
least  some  major  medical  meetings  will 
strengthen  our  profession.  We  become  better 
informed,  yet,  at  the  same  time,  gain  some 
respite  from  the  day’s  labors. 


of  Ovarian  Carcinoma 

the  effectiveness  of  each  dose  of  administered 
drug  and  other  studies  are  performed  on 
available  tumor  ti.ssue  prior  to  therapy. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  tvho  will  receive  a summary  of 
findings.  Physicians  interested  in  having  their 
patients  considered  for  admi.ssion  to  these 
studies  may  write  (including  a brief  clinical 
summary  and  representative  slides)  or  tele- 
phone: \'incent  T.  DeVita,  M.D.,  Clinical 
Center,  Room  12-N-226,  National  Institutes 
of  Healtli,  Bethesda,  Maryland  2001  1. 
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Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 
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Trustees'  Minutes 

January  16,  1972 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  January  16,  1972,  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  med- 
ical society.  A summary  of  significant  actions 
follows: 

Jesse  McCall,  M.D.  . . . Observed  a moment 
of  silent  prayer  in  tribute  to  the  memory  of 
Dr.  Jesse  McCall,  168th  President  of  MSNJ, 
who  died  on  January  14,  1972. 

. . . Adopted  the  following  memorial  resolu- 
tion and  authorized  a |50  contribution  to  the 
Medical  Student  Loan  Fund  in  memory  of 
Dr.  McCall: 

JESSE  McCALL,  M.D. 

1906-1972 

Whereas,  Almighty  God,  in  His  inscrutable  wisdom, 
has  summoned  our  beloved  and  esteemed  colleague, 
Jesse  McCall,  M.D.;  and 

Whereas,  in  his  long  years  as  a member.  Doctor  McCall 
consistently  rendered  splendid  service  to  The  Medical 
Society  of  New  Jersey,  as  President,  Treasurer,  Trustee, 
Chairman  of  the  Council  on  Legislation,  and  Speaker 
of  the  House  of  Delegates— to  name  but  a few  of  the 
offices  which  he  graced;  and 

Whereas,  in  his  almost  two-score  years  of  practice  he 
always  exemplified  the  attributes  of  a true  humanitari- 
an and  distinguished  physician;  and 

Whereas,  by  his  gentle  graciousness  and  undeviating 
devotion  to  the  highest  ideals  of  mankind  and  the 
profession  of  medicine,  he  ever  encouraged  and  in- 
spired those  with  whom  he  came  in  contact;  now  there- 
fore be  it 

RESOLVED,  that  the  Board  of  Trustees  of  The  Medi- 
cal Society  of  New  Jersey  records  its  profound  grief 
at  his  passing;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting,  and  that  another 
copy,  suitably  prepared,  be  presented  to  Doctor  Mc- 
Call’s bereaved  widow  and  family  in  token  of  heart- 
felt sympathy. 

Symposium  on  Drug  Abuse  . . . Approved  the 
action  of  the  President  in  agreeing  to  have 
MSNJ  listed  as  one  of  the  cosponsors  of  a 


symposium  on  drug  abuse  being  arranged  by 
the  New  Jersey  Public  Health  Association,  to 
be  held  in  New  Brunswick  on  February  9, 
1972.  This  action  had  the  support  of  the 
Chairman  of  the  Drug  Abuse  Committee,  the 
President-Elect,  and  the  Executive  Officer. 
Other  cosponsoring  agencies  are  the  Depart- 
ment of  Health,  the  Department  of  Educa- 
tion, the  Department  of  Law  and  Public  Safe- 
ty, the  New  Jersey  State  Bar  Association,  the 
New  Jersey  Association  of  Mental  Health,  the 
New'  Jersey  Psychological  Association,  the 
Council  of  Churches,  and  the  Congress  of 
Parents  and  Teachers. 

Chiropractors — Proposed  Rule  to  Permit  Use 
of  Physical  Therapy  Modalities  . . . Received 
the  report  from  the  Executive  Director  that 
the  Staite  Board  of  Medical  Examiners  had 
informed  him  that  there  was  such  a reaction 
of  opposition  to  the  proposed  ruling  to  per- 
mit the  use  of  physical  therapy  modalities  by 
chiropractors  that  the  proposed  rule  had  no 
chance  of  adoption.  In  view  of  this,  the  Secre- 
tary of  the  Board  of  Medical  Examiners  re- 
garded it  as  unnecessary  to  invite  representa- 
tives of  the  Society  to  attend  the  Board’s 
meeting  on  January  12th.  MSNJ  was  assured 
that  if  further  interest  in  the  proposal  de- 
veloped the  matter  would  be  laid  over  and 
representatives  of  interested  groups  would  be 
invited  to  present  their  arguments  of  opposi- 
tion. 

Transfusion-Association  Hepatitis  . . . Re- 
ceived a reply  from  the  New  Jersey  Hospital 
Association  that  it  had  voted  to  endorse 
MSNJ’s  position  on  transfusion-associated  he- 
patitis and  to  urge  all  member  hospitals  to 
call  this  matter  to  the  attention  of  their  staffs. 

Note:  Previous  action  of  the  Board  of  Trustees  (Sep- 
tember 19,  1971)  had  allied  for  representatives  of  the 
New  Jersey  Blood  Bank  Association,  the  New  Jersey 
Hospital  Association,  and  the  New  Jersey  Department 
of  Health  to  discuss  steps  to  encourage,  through  the 
hospitals,  the  use  of  greater  numbers  of  voluntaiy 
blood  donors  from  relatives  and  friends  of  patients. 
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especially  in  surgical  situations,  to  help  reduce  the 
increasing  number  of  transfusion-associated  hepatitis 
cases. 

Conference  of  Presidents  . . . Authorized  the 
scheduling  of  the  Spring  Conference  of  Pres- 
idents and  Presidents-Elect  of  County  Societ- 
ies in  conjunction  with  the  March  19th  meet- 
ing of  the  Board. 

Woman’s  Auxiliary  to  the  Student  American 
Medical  Association  . . . Authorized  MSNJ’s 
sustaining  membership  in  \VA/SAMA  at  an 
annual  membership  fee  of  .'$15. 

AMA  Delegates  . . . Received  notice  from  the 
.\M.\  Circulation  and  Records  Department 
that  as  of  December  31,  1971,  MSNJ  had  5,- 
876  active  members  in  the  AM.\  which  entit- 
les MSNJ  to  six  delegates.  (Last  year  our 
(piota  was  seven  delegates.) 

Policy  Statement  on  Alcoholism  . . . Ap- 
proved the  following  policy  statement  on  al- 
coholism (italics  indicate  amendment  by  the 
Board)  prepared  by  the  Committee  on  Alco- 
holism and  approved  by  the  Council  on  Men- 
tal Health: 

Responsibility  for  .4leolioIi$ni 

.'\lcoholism  can  be  thought  of  from  two  points  of 
vieto,  (1)  a medical  syndrome;  and  (2)  a sociological 
problem.  As  a medical  syndrome  in  an  individual 
patient,  the  care  should  ideally  be  directed  bv  a physi- 
cian. The  use  of  paramedical  personnel  such  as  psy- 
chologists, social  workers,  A. A.  members,  rehabilita- 
tion workers,  etc.,  is  often  essential.  The  treatment  of 
alcoholism  as  a disease  involves  an  attack  on  the  total 
life  situation  of  the  patient,  and  ideally  is  approached 
hy  the  team  method.  The  director  of  such  a team 
should  be  a physician  familiar  with  the  numerous 
medico-psychiatric  problems  of  the  alcoholic. 

W'hen  alcoholism  is  approached  as  a sociological  prob- 
lem, medicine  becomes  only  one  of  many  components 
to  be  involved.  1 he  approach  to  the  causes,  prevention, 
control,  and  treatment  of  alcoholism  should  he 
broadened.  The  responsibility  for  such  an  approach 
cannot  be  solely  that  of  medicine,  ft  should  involve 
government,  industry,  prix’ate  organizations,  and  educa- 
tion, as  well  as  law  and  medicine. 

Policy  Slalemenl  on  Care  of  Menially  Retard- 
ed ..  . Adopted  the  following  policy  state- 
ment on  home  care  versus  residential  place- 
ment of  the  mentally  retarded,  which  had 
Iteen  formulated  by  the  Committee  on  Men- 
tal Retardation  and  approvetl  by  the  Council 
on  Mental  Health: 


Home  Care  of  the  Mentally  Retarded  \crsiis 
Residential 

It  is  the  judgment  of  the  Committee  on  Mental  Re- 
tardation that  very  often  the  primary  physician  rec- 
ommends residential  placement  of  a mentally  re- 
tarded infant  or  voung  child.  This  early  recommenda- 
tion in  many  instances  is  detrimental  to  the  infant 
or  child  and  may  also  lead  to  a guilt  complex  on  the 
part  of  the  parents. 

It  is  recognized  that  there  are  some  circumstances  un- 
der which  early  residential  care  is  timely  and  es- 
sential. 

There  are  valid  reasons  for  home  care  of  the  young 
retarded  person,  regardless  of  whether  one  looks  at  the 
problem  from  the  viewpoint  of  society,  the  parent,  or 
the  child.  Society,  the  taxpayer,  is  saved  enormous 
sums  of  money  by  home  care  rather  than  traditional 
residential  care.  Furthermore,  indiscriminate  residential 
placement  places  infants  and  children  in  beds  who  do 
not  need  extensive  rehabilitation  or  24-hour  nursing 
care,  thus  depriving  infants  and  children  who  do  need 
this  residential  placement  of  access  to  be<Is  in  institu- 
tions. 

From  the  parent's  viewpoint,  home  care  essentially  is 
preferable  because  it  permits  sufficient  time  for  the 
parents  to  make  a rational  plan  for  the  care  of  the 
child.  This  permits  parental  decision  based  on  facts 
and  experience  rather  than  on  a professional  opinion 
alone.  Fhe  retardeii  child  benefits  from  home  care  by 
receiving  love,  sibling  contact,  and  a greater  emotional 
de\'clopment.  It  permits  the  mother-child  relationship 
in  stimulating  emotional  maturation  as  well  as  phvsi- 
cal  care.  second  argument  for  home  care  is  that  often 
initially  there  is  an  inaccurate  assessment  of  the  degree 
of  mental  retardation,  which  could  be  catastrophic  to 
the  child  if  early  resitlential  placement  has  occurred. 

The  early  residential  placement  of  a victim  of  Down's 
Svndrome  is  usually  not  indicated.  This  deprives  the 
child  of  emotional  maturation,  adjustment  to  society, 
and  the  realization  of  his  or  her  full  potential.  Most 
of  these  children  can  attend  kindergarten  and  special 
classes  in  the  regular  school  systems,  thus  permitting 
additional  emotional  maturation  and  development, 
which  are  lost  in  a residential  setting. 

It  is  thus  recommended  that  residential  placement  for 
the  mentally  retarded  infant  or  child  be  held  off  as 
long  as  possible,  with  the  final  decision  being  made  by 
the  parent,  with  professional  guidance. 

\Vith  the  approval  of  this  statement,  the 
Committee  will  meet  with  Dr.  Samuel  J. 
Lloyd,  Chief  Medical  Consultant  for  the  De- 
partment of  Institutions  and  Agencies,  Dr. 
Maurice  Kott,  Director,  and  Mr.  Bernard 
4Vhite,  Deputy  Director  of  the  Division  of 
Mental  Retardation,  to  prepare  procedures 
for  Institutions  and  Agencies  to  be  used  in 
the  detennination  of  admission  of  a child  to 
an  institution. 

Continuing  Education  for  Physicians  . . . Di- 
rected that  the  following  recommendation 
from  the  Committee  on  Medical  Education 
be  tabled  without  prejudice: 
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1 hat  in  order  to  continue  active  membership  in  MSNJ, 
members  must  participate  in  approved  programs  of  con- 
tinuing education  for  a total  of  150  hours  in  a given 
three-year  period.  (A  program  accredited  by  either 
the  AMA  Council  on  Medical  Education  or  MSNJ’s 
Committee  on  Medical  Education  is  acceptable.) 

Note:  Legislation  has  been  enacted  in  New  Mexico 
which  requires  physicians  licensed  in  New  Afexico  to 
participate  in  a continuing  education  program  as  a 
condition  to  continued  licensure.  Florida,  Arizona,  Cali- 
fornia, Kansas,  Missouri,  Oregon,  and  Pennsylvania 
have  made  participation  in  the  AM.\  Recognition 
Award  Program  essential  to  continued  .Societv  mem- 
bership. The  MSNJ  Committee  on  Medical  Education 
feels  that  legislative  mandating  of  continuing  educa- 
tion is  not  necessarily  an  undesirable  concept  and  be- 
lieves that  the  Society  should  be  aware  that  there  is  a 
real  possibility  of  such  action. 


Medical  Education  and  Community  Orienta- 
tion (MECO)  . . . Approved  the  following 
recommendation  from  the  Committee  on 
Medical  Education: 


That  the  Board  of  Trustees  approved  the  establish- 
ment of  the  MECO  Program  in  New  Jersev  (a  Student 
American  Medical  Association  project)  , with  the  un- 
derstanding that  the  necessary  legal  details  will  be 
clarified  between  the  medical  schools  and  the  State 
Board  of  Medical  Examiners. 

Project  Hope  Fellowship  for  Dr.  Flanagan  .. . 
ApjDroved  a recommendation  from  the  Com- 
mittee on  Project  Hope  and  Vietnam  for  a 
11,000  fellowship  to  John  J.  Flanagan,  M.D. 
(Monmouth  County)  for  a tour  of  duty  to 
Kingston,  Jamaica,  January  15,  to  March  15, 
1971. 


. . . Referred  to  the  Committee  for  clarifica- 
tion the  question  of  whether  a fellowship 
should  be  granted  to  a physician  after  his 
tour  of  duty  has  been  completed. 


Neu)  Jersey  Regional  Medical  Program  Fi- 
aison  Representative  . . . Designated  Louis  K. 
Collins,  M.D.  of  Glassboro  to  succeed  Joseph 
R.  Jehl,  M.D.,  who  resigned,  as  the  Society’s 
official  liaison  representative  to  the  New  Jer- 
sey Regional  Medical  Program. 


Patronize  Our  Advertisers 
They  Merit  Your  Support 


Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable 
Diseases  during  January  1972; 


Aseptic  meningitis 

1972 

January 

12 

1971 

January 

20 

Primary  encephalitis 

0 

3 

Hepatitis:  Total 

395 

502 

Infectious 

317 

409 

Serum 

78 

93 

Malaria:  Total 

4 

14 

Military 

4 

4 

Civilian 

0 

10 

Meningococcal  meningitis 

2 

2 

Mumps 

195 

314 

German  measles 

48 

22 

Measles 

190 

14 

Salmonella 

74 

73 

Shigella 

33 

40 

Influenza  in  New  Jersey  1 971-72 

The  State  Health  Department  used  the  tradi- 
tional tool  of  excess  school  absenteeism  as  the 
chief  surveillance  mechanism  this  year  in  map- 
ping out  influenza  activity  throughout  our 
State.  While  other  areas  of  the  United  States 
still  seemed  to  be  reporting  significant 
amounts  of  influenza  A^  at  the  end  of  Janu- 
ary, the  disease  seemed  to  be  on  the  down- 
swing in  New  Jersey. 

The  first  reports  of  influenza  A,  activity  came 
from  Passaic  County  in  mid-December.  The 
first  virologic  as  well  as  serologic  confirmations 
were  obtained  from  cases  in  Passaic  County 
and  then  Sussex  County,  just  prior  to  Christ- 
mas-time. The  antigenic  characteristics  of  the 
influenza  Aj  virus  recovered  from  all  of  the 
patients  this  year  seem  to  be  very  similar,  if 
not  identical,  to  the  Hong  Kong  strain.  Sub- 
sequent to  the  laboratory  confirmation  in 
northern  New  Jersey,  additional  isolates  as 
well  as  antibody  rises  were  obtainetl  from  pa- 
tients  from  throughoitt  New  Jersey. 

The  outbreak  appeared  to  reach  its  peak  tlur- 
ing  the  first  two  weeks  of  January,  at  least  as 
the  extent  of  disease  activity  was  reflected  in 
school  absenteeism.  In  the  last  two  weeks  of 
January,  the  number  of  schools  with  excessive 
absenteeism  dropped  precipitously  and  mark- 
edly. There  were  still  ]x>ckets  of  influenza  An 
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activity  scattered  throughout  the  State  at  the 
end  of  January,  but  no  evidence  of  widespread 
disease.  In  general,  the  outbreak  seemed  to 
start  in  north  Jersey  and  gradually  moved 
southward. 

The  clinical  manifestations  of  the  influenza 
this  year  appeared  to  be  milder  than  in  1968. 
The  reasons  for  this  are  not  clear  at  the 
present  time,  particularly  in  view  of  the  fact 
that  the  virus  strain  causing  the  influenza  ap- 
pears to  be  the  Hong  Kong  strain.  There  were 
at  least  six  deaths  virologically  confirmed  as 
having  been  caused  by  influenza.  Because  mor- 
tality data  lag  by  a month  to  six  weeks,  the 
true  extent  of  influenza-related  mortality  will 
not  be  known  for  another  one  to  two  months. 

We  wish  to  thank  those  of  you  who  assisted  us 
in  obtaining  either  viral  specimens  or  serologic 
confirmation  of  disease.  As  usual,  we  will  be 
sending  out  recommendations  for  influenza 
vaccine  next  October  or  November. 

Guidelines  on 
Combination  Products 

The  second  FDA  regulation,  published  in  Oc- 
tober 1971,  tries  to  clarify  the  conditions  un- 
der which  combination  drug  products  will  be 
permitted  to  remain  available,  or  be  intro- 
duced anew  for  prescribing. 

A controversy  involving  the  medical  profes- 
sion, drug  manufacturers,  and  various  ele- 
ments of  pharmacy  has  been  smoldering  since 
February  of  1971,  when  the  FDA  issued  its 
proposed  policy  on  fixed  combinations.  Those 
guidelines  had  a strong  “anti-combination” 
flavor,  representing  an  attitude  prevalent  in 
some  areas  of  academic  medicine. 

The  final  guidelines,  which  are  under  continu- 
ous review,  represent  a more  moderate  view- 
point on  the  part  of  the  FDA,  while  at  the 
same  time  retaining  the  basic  authority  to 
move  against  combination  products  it  consid- 
ers to  be  in  non-compliance  with  effectiveness 
criteria.  The  FDA  guidelines  state: 


“A.  Two  or  more  drugs  may  be  combined  in  a 
single  dosage  form  when  each  component 
makes  a contribution  to  the  claimed  effects 
and  the  dosage  of  each  component  (amount, 
frequency,  duration)  is  such  that  the  combi- 
nation is  safe  and  effective  for  a significant 
patient  population  requiring  such  concurrent 
therapy  as  defined  in  the  labeling  for  the 
drug.  Special  cases  of  this  general  rule  are 
where  a component  is  added:  (1)  to  enhance 
the  safety  or  effectiveness  of  the  principal  ac- 
tive component  and  (2)  to  minimize  the  po- 
tential for  abuse  of  the  principal  active  com- 
ponent. 

“B.  If  a combination  drug  presently  the  sub- 
ject of  an  approved  new-drug  application  or 
antibiotic  monograph  has  not  been  recognized 
as  effective  by  the  Commissioner  of  Food  and 
Drugs  based  on  his  evaluation  of  the  appro- 
priate NAS-NRC  panel  report,  or  if  substan- 
tial evidence  of  effectiveness  has  not  otherwise 
been  presented  for  it,  then  formulation,  label- 
ing, or  dosage  changes  may  be  proposed  and 
any  resulting  formulation  may  meet  the  ap- 
propriate criteria  listed  in  paragraph  (A)  of 
this  section.” 

The  essence  of  the  new  guidelines  is  that  the 
FDA  will  continue  to  evaluate  individual 
products  that  combine  active  ingredients  in 
fixed  ratios,  probably  moving  cautiously 
against  those  with  strong  clinical  support  but 
seeking  to  remove  from  the  marketplace  those 
that  have,  in  its  opinion,  more  tenuous  rea- 
sons for  existence. 


AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  held  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 
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MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”' 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”-^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO-NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  M 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  pajte  for  prescribing'  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

”...  there  is  clear  evidence 
; that  the  loosening  of  the  bronchial  mucus 
I blanket  must  begin  from  within  the  under- 
I lying  mucus  glands  where  it  is  anchored 
I and  not  from  the  surface.  Complications 
i of  iodides  are  too  occasional  to  avoid  the 


! use  of  this  valuable  medication.”^ 


Rx  Information: 


INDICATIONS:  The  primary  Indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress-more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy 

HDW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458 


lODO-NIACIN* 


Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  //  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  1.  H.,  Am.  Fam.  Phys.  4;83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pfj.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 

PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


Proposed  Amendment  to 
MSNJ  Constitution 

The  following  projxised  amendment  to 
Article  5,  Section  2,  of  the  Constitution  of 
The  Medical  Society  of  New  Jersey,  which  was 
approved  by  the  1971  House  of  Delegates  and 
published  in  the  )uly  1971  issue  of  The 
Journal,  page  Tr  52,  (in  compliance  with 
Section  B of  Article  12 — Procedure  for  Sec- 
ond Year)  is  here  reprinted  for  the  informa- 
tion of  the  membership.  A copy  of  the  pro- 
posed amendment,  with  a covering  memoran- 
dum, was  mailed  to  each  component  society 
under  date  of  February  2,  1972: 

Constitution 

Article  V— House  of  Delegates 
Section  2— Speaker 

Current  Proposed 

Speaker  Speaker  and  Vice-Speaker 

The  President  shall  have  Same 
the  power  to  appoint  a 
Speaker  of  the  House  of 
Delegates  at  each  annual 
meeting.  The  Speaker 
shall  be  a member  of 
this  Society,  and  his  sole 
duty  shall  be  to  preside 
at  the  sessions  of  the 
House  of  Delegates.  He 
shall  not  have  the  power 
to  appoint  committees. 

The  President  shall  also 
have  the  power  to  ap- 
point a Vice-Speaker  of 
the  House  of  Delegates 
at  each  annual  meeting. 
The  Vice-Speaker  shall 
be  a member  of  this  So- 
ciety, and  his  duty  shall 
he  to  assist  the  Speaker 
in  presiding  at  the  ses- 
sions of  the  House  of 
Delegates.  He  shall  not 
have  the  power  to  ap- 
point  committees. 


Your  Fees  and  the  Freeze 

Regulations  now  rctjuirc  that  a physician 
maintain  a schedule  of  fees  and  increases 
with  a sign  in  his  office  that  such  a schedule 
is  available  for  inspection.  But  he  does  not 
have  to  jrost  the  fees  in  his  office. 


After  issuance  of  the  regulations,  AMA 
officials  continued  meetings  with  Federal 
officials  in  efforts  to  effect  modifications  of 
provisions  considered  unfair  to  physicians.  At 
one  meeting  Dr.  Max  H.  Parrott,  chairman  of 
the  AMA  Board  of  Trustees,  voiced  strong 
opposition  to  some  of  the  price  control  pro 
visions  which  would  deny  treatment  equal 
to  that  given  other  providers  of  professional 
services. 

The  AMA  has  pointed  out  that  the  Price 
Commission’s  2.5  per  cent  limitation  on  the 
increase  of  physicians’  fees  was  discriminatory 
inasmuch  as  other  providers  of  servdees  could 
reflect  actual  increases  in  cost  by  a “pass 
through’’  of  such  costs,  a procedure  denied 
physicians  under  the  proposed  regulations. 
The  AMA  also  pointed  out  that  while  the 
Price  Commission  urged  increased  physician 
productivity,  the  proposed  regulations  might 
well  decrease  productivity. 

The  physician  cannot  generally  work  longer 
hours  than  he  is  presently  working,  the  AMA 
position  paper  said.  He  can  expand  his  office 
space,  purchase  new  testing  and  diagnostic 
aids,  and  employ  more  staff.  But,  held  to  a 2.5 
per  cent  fee  increa.se— in  the  face  of  higher 
costs — he  is  apt  to  do  none  of  these  things. 
The  AMA  paper  also  took  exception  to  the 
proposed  requirement  for  the  posting  ...  or 
having  available  ...  a fee  schedule.  It  is 
simply  not  practical  for  a physician  to  arrive 
at  a schedule  of  prices  for  each  and  every  one 
of  the  numerous  services  he  renders,  the 
AMA  said,  pointing  out  that  it  was  its  under- 
standing that  the  Committee  on  Health  Ser- 
vices Industry  ...  an  advi.sory  body  to  the 
Price  Commission  . . . recogni/cxl  this  and 
had  recommended  that  posting  be  limited  to 
institutional  providers. 

I'he  proposal  guidelines  do  not  provide  for 
a procedure  utuler  which  physicians  whose 
fees  are  below  the  norms  in  their  communit- 
ies may  adjust  their  fees.  Phvsicians  usually 
maintain  their  fees  for  .several  years  and  then 
increase  them  by  ten  or  twenty  per  cent  to 
counter  inflation,  rather  than  im])ose  annual 
iiurcments  of  25  or  50  cents. 
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In  acute  9ononhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  mole 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  stroins  of  N.  gonorrhoeae. 

Contraindications:  Cont''aindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  * ^ 1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not  ' • 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed  i 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo-  ' 
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liobicin' 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  7.5-20  mcg/ml) 

i A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

f Note;  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
.symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
(effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  beclosely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
■ be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

'■'Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure;  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
. follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
Jailures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  ■'*”  • 


jglobin',  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
jline  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
jstudies  in  normal  volunteers,  a reduction  in  urine  output  was 
, noted.  Extensive  renal  function  studies  demonstrated  no  con- 
:sistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

A4ole— single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
,of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial.treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femo/e  — single  4 gram  dose  (10  ml)  intramuscularly. 

: How  supplied:  Viols,  2 and  4 grams  — with  ampoule  of  Bacterio- 
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satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 haurs. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 

The  Up|ohn  Company,  Kolomozoo,  Michigon  49001 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 

Route  206,  2381  Lawrence  Road,  Lawrenceville,  N.J.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  + 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones,  air- 
conditioned 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• Werner  J.  Hollendonner,  M.D.,  Board  Certified  Internal  Medicine,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist,  Director  of  Rehabilitation  Dept. 

• Ruth  Rahilly,  R.N.,  BA.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


ANNOUNCEMENTS 


Geriatric  Meeting  in  New  York 

The  American  Geriatric  Society  will  hold  its 
Annual  Meeting  at  the  Americana  in  New 
York  City,  April  5 and  6.  The  program  in- 
cludes lectures  on  geriatric  topics,  reports  on 
new  research  in  the  field,  and  panel  discus- 
sions. For  more  information,  write  to  Edward 
Henderson,  M.D.,  American  Geriatrics  Soci- 
ety, 10  Columbus  Circle,  New  York  10019. 

Clinical  Application  of  Basic  Sciences 

In  the  “Clinical  Application  of  Basic  Sciences’’ 
series  offered  by  the  Burlington  County  Me- 
morial Hospital  (supported  by  an  educational 
grant  from  Merck,  Sharp,  and  Dohme)  the 
following  programs  have  been  announced  for 
April: 

April  6 Interservice  Seminar 
April  13  Thermography 

April  20  Radiographic  Technics  in  Gastrointestinal 
Disease 

April  27  Diseases  of  the  Esophagus 

Meetings  are  held  at  3:30  p.m.  in  the  T.  J. 
Summey  Building  of  the  Hospital.  The 
Academy  of  Family  Practice  gives  one  and  a 
half  credits  per  session.  For  additional  in- 
formation, please  contact  the  Department  of 
Medical  Education,  Burlington  County  Mem- 
orial Hospital,  Mount  Holly  08060. 

College  of  Physicians  to  Meet 
in  Atlantic  City 

Immunology  has  been  chosen  as  the  theme  lor 
the  April  17  to  21  meeting  of  the  American 
College  of  Physicians  to  be  held  in  Atlantic 
City.  Other  phases  of  internal  medicine  will 
be  reviewed  among  the  120  papers  to  be  pre- 
sented. All  scientific  sessions  will  be  held  at 
the  Convention  Hall.  Eor  more  information 
write  to  Dr.  Edward  C.  Rosenow,  Jr.,  Ameri- 
can College  of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 


Parkinson  Lecture 

At  5 p.m..  May  4,  1972,  the  third  annual 
James  Parkinson  Lecture  will  be  held  in  the 
Alumni  Auditorium  of  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  on 
West  168th  Street,  New  York  City.  The  sub- 
ject is  cerebro-cerebellar  interaction  in  the 
control  of  movement.  The  essayist  is  Sir  John 
Eccles,  a Nobel  laureate  in  medicine  and 
physiology. 


Cytology  Meeting 

New  Orleans  is  the  place  and  November  1 to 
4 are  the  dates  for  the  next  scientific  program 
of  the  American  Society  of  Cytology.  Eor  de- 
tails, write  to  Warren  R.  Lange,  M.D.,  at  7112 
Lincoln  Drive,  Philadelphia  19119. 


Patients  with  Reticulum  Cell  Sarcoma 

Studies  of  reticulum  cell  sarcoma  are  now  un- 
der way  at  the  National  Institutes  of  Health 
just  outside  of  Washington,  D.C.  .After  the 
study  and  the  therapeutic  trial  have  been  con- 
cluded, the  patient  will  be  returned  to  the 
referring  physician,  with  full  report  and 
recommendations.  For  more  details  aiiout  this 
program,  write  to  ^'incetlt  DeVita.  M.D., 
Clinical  Center,  Room  12-N-226,  National  In- 
stitutes of  Health,  Bethesda,  Marylaiul  20014. 


Patients  with  Precocious  Puberty 

The  National  Institutes  of  Healtli  arc  now  ac- 
cepting for  study  patients  with  precocious 
puberty.  AVhen  studies  and  treatment  are 
completed,  the  jxitient  will  be  returned  to  the 
referring  [)hysician  with  a detailed  report.  For 
information  about  how  to  enroll  your  patient 
in  this  program,  write  to  Howard  Kulin,  M.D., 
Clinical  Center,  Room  lO-B-09,  National  In- 
stitutes of  Health,  Bethesda,  Marvland  20011. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Mediane  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1972 

March 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Family  Life  Problems  in  Medidne 

14  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 

Renal  Failure 

15  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Pediatric  Cardiology 

15  Bergen  P'nes  County  Hospital 
Paramus 

Assisted  Circulation  in  Myocardial  Infarction 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

Geriatric  Psychiatry 

16  Fair  Oaks  Hospital 

Summit 

Legal  Provisions  for  Mental  Health 

22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Secondary  Nephropathies 

22  Academy  of  Medicine  of  New  Jersey 
University  of  Pennsylvania  Hospital 
Philadelphia 

Clinical  Gastroenterology 

22  Academy  of  Medicine  of  New  Jersey 

St.  Michael’s  Medical  Center 
Newark 
Arteriosclerosis 

22  Bergen  Pines  County  Hospital 

Paramus 

Arthritis:  Diagnosis  Criteria 

2.3  Burlington  County  Memorial  Hospital 

Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 


25  Academy  of  Medicine  of  New  Jersey 
Section  on  Plastic  Surgery 
Kessler  Institute 
West  Orange 

Nerve  Injuries  of  the  Hand 

29  Bergen  Pines  County  Hospital 

Paramus 

Medical  Aspects  of  Narcotic  .Addiction 

29  Academy  of  Medicine  of  New  Jersey 
and  American  College  of  Chest  Physi- 
cians 

Pulmonary  Ph)siology 

30  Burlington  County  Memor'al  Hospital 
Mount  Holly 

Descent  into  Hell 

30  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Soe’ety  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

30  Fair  Oaks  Hospital 

Summit 

The  Expert  Witness 

April 

5 Bergen  Pines  County  Hospital 
Paramus 

CPC  Meeting 

6 Burlington  County  Memorial  Hospital 

Mount  Holly 

Interservice  Seminar 

10  Academy  of  Medicine  of  New  Jersey 

Saint  Francis  Health  Center 
Jersey  City 
Proper  Use  of  Antibiotics 

12  Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital 
East  Orange 

Dental  Symposium:  Implantology 

12  Bergen  Pines  County  Hospital 

Paramus 

Control  Merhanisms  in  Intestinal  Motility 
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13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Thermography 

13  Fair  Oaks  Hospital 

Summit 

Behavior  Therapy 

19  Academy  of  Medicine  of  New  Jersey 

Morristown  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

19  Bergen  Pines  County  Hospital 
Atlantic  City 

AGP  Meeting 

20  Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

22  American  Cancer  Society 

Rutgers  Medical  School,  Piscataway 
Role  of  Primary  Physician  in  Cancer  Patient 

25  Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 

Phillipsburg 
Current  Burn  Treatment 

26  Bergen  Pines  County  Hospital 
Paramus 

Ulcer  Disease 

27  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diseases  of  the  Esophagus 

27  Academy  of  Medicine  of  New  Jersey 

and  Radiological  Society  of  New  Jersey 

Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Month 

27  Fair  Oaks  Hospital 

Summit 

Behavior  Therapy 


3 Bergen  Pines  County  Hospital 
Paramus 

Intravenous  Hyperalimentation 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Syndrome  of  Stress  Ulcer 


The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Bergen  Pines  County  Hospital 
Paramus 

Use  and  Abuse  of  Digitalis 

Burlington  County  Memorial  Hospital 

Mount  Holly 
Zollinger-Ellison  Syndrome 

Fair  Oaks  Hospital 
Summit 

Brain  Tumors 

Bergen  Pines  County  Hospital 
Paramus 

Malabsorption  Syndrome 

Burlington  County  Memorial  Hospital 
Mount  Holly 
Drug  Interactions 

Academy  of  Medic'ne  of  New  Jersey 
Mayfair  Fanns,  West  Orange 

Annual  Awards  Dinner 

Bergen  Pines  County  Hospital 
Paramus 

Immunoglobulin  Disortlers 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Anticoagulants  and  Fibrinolytic  Agents 

Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Fair  Oaks  Hospital 
Summit 

Medical  Aspects  of  Drug  Abuse 

Bergen  Pines  County  Hospital 
Paramus 

Emphysema 


Bergen  Pines  County  Hospital 
Paramus 

Surgery  in  f^oronary  Ailer\  Disease 

Fair  Oaks  Hospital 
Stnnmit 

Psychiatric  Sociology  > 

A 


6-9 

10 

11 

11 

17 

18 

18 

24 

25 

25 

25 

31 

June 

7 

8 


^■()L.  (i'l-XUMBKR  3-MARCH,  1972 


273 


advertising  contributed 
for  the  public  good 


Pre-Sate  ® 

(chlorphentermine  HCl) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (;.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended,  in  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  in  patients  with  diabetes  meilitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  meilitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction,  in  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia. palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  iibido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and.  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
dally  dose  of  Pre-Sale  (chlorphentermine  hydrochlo- 
ride) Is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHILCOTT 
Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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the  trend  is 
toward  our  kind 
of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

0 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


^hat  makes 'Depf of  useful  for 

makes  it  useful 
younger 
_ as  well 

helps  ease  mild  to  moderate  nonpsychotic 
depression  and  related  anxiety 
helps  assure  a good  night’s  rest 


The  middle-aged  housewife 
who  can’t  stop  feeling  "blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  both  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 

WARNINGS:  The  following  information  on  meprobamate  pertains  to 
‘DeproT  (meprobamate  + benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  speech,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 


barbiturate,  then  gradually  withdraw.  Potentially  Hazardous  Tasks:  Drivi 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible  acf- 
tive  effects  between  meprobamate,  alcohol,  and  other  CNS  depressarl 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  establishtj 
weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursii 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  tirri 
the  maximum  recommended  human  dose  show  reduction  in  litter  S ' 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood  at  I 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times  tH 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest  efll 
tivedose,  particularly  in  elderly  and/or  debilitated  patients.  Consider  pi 
sibility  of  suicide  attempts;  dispense  least  amount  of  drug  feasible  at  al 
one  time.  To  avoid  excess  accumulation,  use  caution  in  piatients  with  at 
promised  liver  or  kidney  function.  Meprobamate  may  precipitate  seizuil 
in  epileptics. 

ADVERSE  REACTIONS;  Nausea,  dry  mouth,  other  g.i.  symptoms;  s 
cop)e;  one  case  each  of  severe  nervousness  and  loss  of  power  of  cone 
tration.The  following  side  effects,which  have  occurred  after  administrati 
of  its  components  alone,  have  either  occurred  or  might  occur  when  I 
combination  is  taken.  Benactyzine  hydrochloride;  Benactyzine  hyc 
chloride  alone,  particularly  in  high  dosage,  may  produce  dizziness,  thouj 
blocking,  a sense  of  depersonalization,  aggravation  of  anxiety,  or  dis 
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The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


(meprobamate  400  mg  + 
benactyzine  hydrochloride  1 mg) 


When  mild  depression 
and  associated  anxiety 
interfere \A/ith  living 


DEPRDL 


(i  bance  of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation. 
I There  may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
il  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
f have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria, 
t Meprobamate:  Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
j,  visual  accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
i ment,  fast  EEC  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car: 

I diovascular:  Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 

I sient  ECG  changes,  syncope;  also,  hypotensive  crises  (including  one  fatal 
! case).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 

itchy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 

II  confined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
" pura,  petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
' thy,  fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 

cross  sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
I neurotic  edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
multiforme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
syndrome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
i pr^nisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
epinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
tologic: Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation oT porphyric  symptoms. 

USUAL  ADULT  DOSAGE;  One  tablet  three  or  (our  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  'Deprol'  (meprobamate  + benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage:  Meprobamate:  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  Incomplete  gastric  emptying  and  delayed  absorption.  rev  to/n 

Before  prescribing,  consult  package  circular  or  latest  PDR  mtormation. 


WALLACE  PHARMACEUTICALS, Cranbury.N.J.  08512 


Rapid  onset  of  action  for 
the  up-tight  back  in  pain 

(rcltriinginterverl^^ 


Indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Under 
Five:  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Driv 
ing  a motor  vehicle  or  operating  machinery.  Additive  Effects:  Pos 
sible  additive  effects  between  carisoprodol,  alcohol,  and  other 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Use 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  pai 
tients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  dizzii 
ness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  de| 
pressive  reactions,  syncope,  insomnia.  Allergic  or  Idiosyncratic:^ 
Usually  seen  after  1-4  doses  in  patients  not  previously  exposed 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  drug 

I 
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• Relax  muscle  spasm 

• Relieve  associated  mild-to-moderate  pain 

• Reduce  stiffness 


Helps  give  the  patient. . . 

• An  opportunity  to  resume  daily  activities  quickly 


Simple,  economical  dosage  schedule... 

•Usual  adult  dosage:  one  350  mg  tablet  q.i.d. 


eruption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
festations: asthma,  fever,  weakness,  dizziness,  angioneurotic 
edema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
drug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
antihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
cular: Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
intestinal: Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
tologic: Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at 
bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
pression, and,  very  rarely,  death.  Overdosage  of  carisoprodol  plus 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  io/7i 
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choose  the  topicals 
that  ^ive  your  patient- 


% broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporirf  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\knishing  Cream  Base 

Neosporin-G  c™ 

(polymyxin  B-neomycin-gramicidin)J 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25? 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  ii^ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  ’ 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appri^iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medics 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  i 
perforated.  These  products  are  contraindicated  in  those  individuals  wl" 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Burroughs  WeKome  Co. 
Research  Triagle  Park 
North  Carolina  27709 


Wellcome 


LETTERS  TO 
THE  JOURNAL 

How  to  Wipe  Out  All  VD  in  One  Day 

January  3,  1972 

Dear  Sir: 

Despite  mass  hand-wringing  over  the 
unchecked  rise  of  venereal  disease  in  this 
country  to  virtually  epidemic  proportions,  no 
new  bold  initiatives  have  been  forthcoming 
from  venereologists  or  public  health  officials. 
VD  control  emphasis  continues  to  be  placed 
on  finding  infected  cases,  treating  them,  and 
tracking  down  their  contacts.  Public  educa- 
tion programs  continue  to  concentrate  on 
prophylaxis,  the  recognition  of  symptoms  to 
motivate  individuals  to  seek  treatment,  and 
avoidance  of  questionable  sexual  partners. 

Monumental  problems  often  require  un- 
orthodox solutions.  In  my  opinion,  the  most 
provocative  suggestion  to  eliminate  VD  ad- 
vanced to  date  is  contained  in  an  article  writ- 
ten by  psychiatrist,  turned  best-seller  author. 
Dr.  David  Reuben  in  McCall’s,  June  1971. 
“If  on  the  same  day  every  person  in  the  U.  S. 
capable  of  having  sexual  intercourse  were 
given  a dose  of  antibiotic,  gonorrhea  and  sy- 
philis could  probably  be  eliminated  as  seri- 
ous public-health  threats.” 

Reuben  cited  the  eradication  of  gonorrhea 
from  a group  of  Filipino  prostitutes  by  the  U. 
S.  Navy  by  the  administration  of  a single  dose 
of  oral  penicillin  along  with  a drug  to  pro- 
long the  antibiotic  effect  (undoubtedly  pro- 
benecid). He  concluded  that  this  approach 
probably  would  never  be  adopted.  “But  the 
cost  would  be  less  than  a week  or  s©  of  the 
war  in  Indochina  and  the  savings  in  money, 
time,  and  human  suffering  could  be  enor- 
mous.” 

The  basis  for  Reuben’s  thesis,  of  course,  lies 
in  the  fact  that  both  syphilis  and  gonorrhea 
are  unique  in  that  they  are  contracted  practi- 


cally exclusively  venereally  and  the  majority 
of  cases  are  curable  by  penicillin.  It  is  true 
that  for  males  with  gonorrhea  the  Public 
Health  Service  recommends  penicillin  by  a 
single  delayed-action  injection  and  when 
complicated  by  syphilis,  an  additional  injec- 
tion of  long-acting  penicillin.  The  same  treat- 
ment schedule  is  recommended  for  infected 
females  except  that  for  gonorrhea  the  dose  of 
penicillin  is  doubled.  In  penicillin  allergy, 
alternative  therapy  consists  of  a four-day 
course  of  oral  tetracycline. 

Nevertheless,  the  literature  already  contains 
many  reports  of  the  successful  treatment  of 
gonorrhea  in  males  with  a single  dose  of  pen- 
icillin derivative  (e.g.,  ampicillin)  and  pro- 
benecid. The  crucial  question  is:  Can  syphilis 
be  cured  by  a single  massive  dose  of  penicil- 
lin (or  other  antibiotic)  and  probenecid?  Ob- 
viously more  research  is  needed,  but  such  in- 
vestigation would  probably  entail  consider- 
ably less  time  and  expense  than  the  develop- 
ment of  a vaccine  against  the  venereal  dis- 
eases. 

Assume  that  a single  dose  of  antibiotic  and 
probenecid  could  cure  both  syphilis  and  gon- 
orrhea in  both  sexes.  Since  the  prophylactic 
and  therapeutic  regimens  are  identical  such 
therapy  would  simultaneously  (1)  cure  all 
infected  persons,  and  (2)  prevent  the  diseases 
in  individuals  incubating  them.  And  if,  on 
the  same  day,  every  person  in  the  II. S.  capa- 
be  of  having  sexual  intercourse  received  such 
treatment,  then  the  next  day  the  country 
could  wake  up  to  a sexually  iiiq^olluted,  VD- 
free  America. 

Many  other  questions  immediately  come  to 
mind,  notably:  ^Vhat  age  groups  constitute 
“every  person  capable  of  having  sexual  inter- 
course?” Particular  attention  would  have  to 
be  directed  toward  high-risk  groups  such  as 
prostitutes,  homosexuals,  beatniks,  hippies, 
and  high  school  and  college  students. 

As  a refreshing  approach  to  an  old  problem  1 
believe  the  plan  merits  being  dropped  into 
Washington’s  “think-tank”  for  serious  consid- 
eration. (signed)  Sol  Browdy,  M.D. 
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Tribute  to  a True  Physician 


Dear  Sir: 


January  14,  1972 


eluded  that  drug  therapy  must  confer  imme- 
diate non-infectiousness.  As  a corollary  it  sug- 
gested that  isolation  for  active  pulmonary  tu- 
berculosis is  unnecessary  all  over  the  world. 


Dr.  Jesse  McCall  was  a man  I wish  I had 
known  better  and  longer,  because  he  had 
qualities  that  made  others  envious.  His  very 
manner  labeled  him  a doctor.  He  seemed  the 
kind  of  man  who  could  make  decisions  rapid- 
ly and  handle  emergencies  well.  Even  after 
his  term  as  President  of  our  Society,  he  served 
it  well  for  many  years  as  Speaker  of  the 
House  of  Delegates,  often  to  a standing  ova- 
tion from  its  members.  He  was  fair  but  firm 
in  his  decisions.  He  could  be  humorous  with- 
out being  frivolous.  As  Chairman  of  the 
Council  on  Legislation  he  ran  a well- 
organized  meeting,  and  guided  the  discussion 
of  each  bill  Avithout  favoritism. 


I’ve  never  heard  an  unkind  word  about  Dr. 
McCall,  as  a man,  a physician,  a legislator,  or 
an  officer  of  our  Society.  We  are  indeed  rich- 
er for  the  years  of  dynamic  service  he  has 
given  to  the  medical  profession  of  New  Jer- 
sey. We  will  miss  him,  because  there  aren’t 
many  with  the  stature  of  Dr.  McCall. 

(Signed)  John  S.  Madara,  M.D. 


TB  Isolation  Procedures 


Dear  Sir: 


January  15,  1972 


If  this  study  were  valid,  should  not  there 
have  been  a slight  increase  in  new  TB  in  the 
exposed  families  as  a result  of  drug-resistant 
organisms?  Should  not  the  exposed  families 
have  had  a higher  disease  rate  because  “some 
patients  at  home  were  irregular  in  taking 
their  medication?’’^  It  is  puzzling  how  liome 
TB  therajjy  could  be  successful  in  a country 
where  oral  contraception  Avas  a total  failure. 

In  the  Madras  study,  the  five  unit  OT  skin 
test  dose  may  not  have  been  sensitive  enough 
to  pick  up  neAv  cases  of  tuberculosis.*  The 
two-year  period  of  the  study  may  haAe  been 
shorter  than  the  incubation  period  of  prima- 
ry tuberculosis,  or  the  Madras  population 
may  have  special  characteristics  Avhich  made 
the  investigation  invalid.  The  “malnourished, 
poverty-stricken,  overcrowded  sectors’’  of 
Madras  are  reminiscent  of  conditions  in  some 
Western  cities  before  the  advent  of  chemo- 
therapy and  in  these  Western  cities  almost  the 
entire  popidation  harbored  tubercle  bacilli. 
If  there  Avere  people  in  Madras  Avith  negative 
skin  tests,  it  must  be  assumed  that  they  are 
either  anergic  or  immune.  It  is  unAvarranted 
to  apply  residts  from  this  group  to  the  people 
in  America. 


The  Tuberculosis  Respiratory  Disease  Associ- 
ation of  New  Jersey  recently  recommended* 
that  community  hospital  patients  Avith  active 
pulmonary  tuberculosis  “l)e  given  full  hospi- 
tal privileges’’  soon  after  initiation  of  che- 
motherapy. This  recommendation  is  based 
upon  two  studies^  which  are  not  convincing. 

In  one  study  from  Madras,  India, ^ patients  in 
a control  group  were  isolated  from  their 
families  while  receiving  medication  for  active 
pulmonary  tuberculosis  while  a group  of 
comparable  test  patients  took  medications  at 
home.  Tuberculin  tests  and  chest  x-rays  done 
over  a two-year  period  uncovered  the  same 
incidence  of  new  TB  cases  in  the  control 
group  as  in  the  test  group.  The  report  con- 


Because  of  the  deficiencies  of  this  study,  be- 
cause the  other  study  has  its  deficiencies,  and 
because  neither  study  has  been  confirmed,  I 
respectfully  urge  that  the  policy  of  exposing 
patients  Avith  active  pulmonary  tuberculosis 
be  re-evaluated  Avith  a vieAv  toward  adopting 
the  approach  of  more  cautious  experts.® 

(signed)  Jay  A.  Cohen,  M.D. 


References 

1.  Tuberculosis-Respiratory  Diseases  Association  of  New 
Jersey.  Isolation  procedures  for  tuberculosis  patients 
in  general  hospitals.  New  Jersey,  1971. 

2.  Mitchell,  R.  S.:  New  England  Journal  of  Medicine, 
276:842  (1967) 

.8.  Fox.  VV.:  Lancet,  2:413  (1962) 

4.  Smith,  D.  T.:  Annals  of  Internal  Medicine,  67:919 
(1967) 

5.  Tizes,  R.:  New  England  Journal  of  Medicine,  23: 
1309  (1969) 


282 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


OBITUARIES 

Dr.  William  E.  Boutelle 

One  of  our  state’s  leading  psychiatrists, 
William  E.  Boutelle,  M.D.,  died  on  January 
9,  1972,  at  the  age  of  64.  He  was  a 1936 
graduate  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University  and  had 
served  at  the  State  Diagnostic  Center  at  Men- 
lo Park.  He  was  a pioneer  in  the  child 
guidance  field  and  for  over  a decade  he  di- 
rected the  Somerset  County  Guidance  Center. 
He  was  on  active  duty  with  the  EJ.S.  Navy 
during  World  War  II.  Dr.  Boutelle  was  affili- 
ated with  the  Somerset  Hospital  and  with  the 
Hunterdon  County  Medical  Center. 

Dr,  Andrew  E,  Franzoni 

Born  in  1909,  Andrew  E.  Franzoni,  M.D., 
died  in  his  63rd  year,  on  January  6,  1972.  He 
was  an  obstetrician  and  gynecologist  on  the 
staff  of  St.  Francis  Hospital  in  Trenton.  He 
was  active  in  the  affairs  of  the  New  Jersey 
Obstetrical  and  Gynecologic  Society,  and  was 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists. 

Dr.  Clarence  O.  Hilton 

Essex  County  lost  one  of  its  senior  physicians 
on  December  10,  1971,  with  the  passing  on 
that  day  of  Clarence  O.  Hilton,  M.D.  at  the 
age  of  78.  Dr.  Hilton  was  a 1927  alumnus  of 
the  medical  school  at  Howard  University.  He 
was  a family  physician,  serving  for  many  dec- 
ades as  a Newark  school  doctor.  He  had 
worked  with  the  staff  of  United  Hospitals  in 
Newark  and  was  active  in  civic  affairs  in  the 
Newark  community. 

Dr.  Jesse  N.  Levitt 

Jesse  N.  Levitt,  M.D.,  an  emeritus  member 
of  our  Essex  County  Medical  Society,  died  on 
January  8,  1972.  Dr.  Levitt  was  horn  in  1905 
and  earned  his  M.D.  in  1930  at  the  Long 
Island  College  of  Medicine.  He  was  a surgeon 


on  the  staffs  of  the  Martland  Medical  Cen- 
ter, the  St.  Barnabas  Medical  Center  in  Liv- 
ingston, and  the  Newark  Beth  Israel  Medical 
Center  and  United  Hospitals.  Pie  was  active 
in  civic  affairs  in  West  Essex.  Dr.  Levitt  was 
67  years  old  at  the  time  of  his  death. 

Dr.  Jesse  McCall* 

One  of  our  State’s  best-known  physicians, 
Jesse  McCall,  M.D.,  died  of  a heart  attack  on 
January  13,  1972,  at  the  age  of  66.  In  1960  he 
was  the  President  of  The  Medical  Society  of 
New’  Jersey,  and  from  1952  to  1957  he  had 
been  the  Treasurer  of  our  Society.  He  had 
been  president  of  the  Sussex  County  Medical 
Society,  and  was  Speaker  of  the  House  of  Del- 
egates of  The  Medical  Society  of  New  Jersey. 

Dr.  McCall  was  a 1931  alumnus  of  the  Medi- 
cal College  of  the  University  of  Virginia.  A 
hoard-certified  internist,  he  was  active  on  the 
staff  of  the  Memorial  Hospital  in  Newton, 
New’  Jersey.  During  World  War  II  he  was  a 
lieutenant  colonel  in  the  Medical  Corps  and 
served  as  chief  of  medicine  at  the  large  sta- 
tion hospital  on  Guadalcanal.  P'or  almost  a 
decade  he  had  served  as  a New  Jersey  dele- 
gate to  the  AMA. 

Dr,  Miriam  Sachs 

A widely-known  expert  in  the  public  health 
field,  Miriam  Sachs,  M.D.,  was  only  60  years 
old  at  the  time  of  her  death  on  December  13, 
1971.  Her  M.D.  degree  came  from  Columbia 
l^niversity  in  1935.  She  W’as  a diploma te  of 
the  American  Board  of  Public  Health  and 
Preventive  Medicine,  and  a consultant  to  our 
State’s  Commi.ssioncr  of  Health.  She  served 
for  16  years  as  chief  of  the  Bureau  of  Adult 
and  Occupational  Health,  and  in  1958,  she 
was  appointed  District  State  Health  Officer  in 
our  State’s  Metropolitan  State  Health  Dis-. 
trict.  She  also  had  had  terms  in  the  New'  York 
City  and  in  the  Maryland  State  Health  De- 
partments. 


•Editorial  comment  on  Dr.  NfcCaH's  death  a|)peared  in 
the  Feliniaiy  issue  of  lliis  foiinwi.  .Additional  irihuic 
in  tlie  form  of  a letter  may  be  found  on  page  282  of 
this  issue. 
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BETTY  BACHARACH  HOME 
for 

AFFUCTEB  CHILBREN 

24th  and  Atlantic  Avenues 
Longport,  New  Jersey  08403 

Comprehensive  rehabilitation  program  for 
handicapped  children  between  age  limits 
2 years  to  14  years  of  age.  (Spina  bifidas; 
perthes  disease;  rheumatic  heart;  cerebral 
palsy,  etc.) 

Services  included;  Physical  medicine;  physi- 
cal therapy;  speech  therapy;  psychological 
services;  social  service;  recreational  activi- 
ties; 24  hrs,  registered  nursing  service;  ex- 
cellent dietary  service.  All  our  medical  staff 
and  professional  personnel  are  fully  certi- 
fied. 

Write  or  contact:  Administrator 
Telephone:  822-2125  822-2126 
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BOOK 

REVIEWS 

Preventive  Medicine  in  World  War  II.  Robert  S. 

Anderson,  E.  D.  Hoff,  and  P.  M.  Hoff,  Editors.  Wash- 
ington, D.  C.,  Office  of  Surgeon  General,  1969.  Pp. 

603.  Illustrated.  ($8) 

Twenty-six  years  have  passed  since  World  AVar  II.  The 
Historical  Unit  of  the  United  States  Army  Medical 
Department  continues  to  prepare  and  publish  volumes 
describing  the  development,  organization  and  perform- 
ance of  the  medical  personnel  and  installations  all  over 
the  globe.  In  composing  an  all-inclusive  official  history 
it  was  found  necessary  to  separate  the  volumes  into 
two  series,  administrative  and  clinical.  The  clinical 
series  covers  five  major  subjects,  one  of  which  is  Pre- 
ventive Medicine  in  World  War  II.  This  most  recent 
publication  is  Volume  IX  entitled  Special  Fields. 

Volume  IX  consists  of  seven  major  chapters  written 
by  authorities  in  preventive  medicine  and  public 
health.  Nine  of  the  contributors  are  affiliated  with 
medical  schools  and  government  agencies  who  are  ex- 
perts in  these  fields.  The  tenth  author.  General  llayne- 
Jones,  was  the  only  member  of  the  regular  Medical 
Department  of  the  United  States  Army.  He  wrote  an 
absorbing  chapter,  “Enemy  Prisoners  of  War.”  With 
no  previous  experience  or  historical  background,  most 
inadequate  preparation,  and  with  the  Geneva  rules  for 
handling  prisoners  of  war  as  a guide,  the  army  sud- 
denly was  faced  with  the  stupendous  problem  of  con- 
trolling, feeding,  housing,  and  caring  for  millions  of 
prisoners  of  war  from  many  different  countries.  How 
this  was  successfully  accomplished  with  all  the 
threatening  hygienic  and  medical  problems  makes  for 
fascinating  reading. 

The  chapters  on  the  training  and  education  of  enlisted 
and  medical  personnel  in  preventive  medicine  hygiene 
and  tropical  medicine  describe  not  only  the  enormity 
of  the  task  but  also  its  effectiveness  in  the  prevention 
and  treatment  of  diseases  existing  in  areas  all  over  the 
globe.  The  chapter  on  "Disabilities  Due  to  Environ- 
mental and  Climatic  Factors”  is  unusual  because  of  the 
various  operations  in  so  many  different  areas,  from 
the  frozen  north,  the  burning  sands  of  the  desert,  to 
the  steaming  jungles.  One  will  find  the  chapter  on 
“Medical  Intelligence”  especially  interesting.  The  chap- 
ter, “Medical  Laboratories,”  is  surprising.  Medical 
laboratories  of  all  types  were  developed,  transported 
and  displayed  all  over  the  globe.  They  provided  ade- 
quate and  efficient  laboratory  support  to  military  or- 
ganizations in  the  field  as  well  as  to  civilians  in  many 
countries  of  the  world.  How  this  was  accomplisheil  is 
well  described  as  are  the  other  chapters  with  the  help 
of  84  photographs,  23  tables,  14  charts  and  1 1 maps. 

Henry  A.  Brodkin,  M.D. 

Vitamin  C and  the  Common  Cold.  Linus  Pauling. 

New  York,  Bantam  Books,  1971.  Pp.  112  (Paperback, 

$1.25) 

This  compact  book  is  written  with  vigor  and  directness 
by  one  of  the  keenest  minds  of  our  century.  The  use 
of  Vitamin  C in  the  common  cold  is  his  launch  pad 
for  an  explosive  attack  on  the  “medical  scientific  c-s- 
tablishment.”  The  facts,  both  pro  and  con,  in  this 
struggle  about  the  efficacy  of  Vitamin  C in  ptevcniing 


colds  and  improving  health  are  meager,  but  the  con- 
clusions are  far  reaching.  On  one  hand.  Dr.  Pauling 
infers  that  the  pharmaceutical  industry,  professional 
journals,  and  even  M.D.’s  oppose  his  thesis  on  com- 
mercial, rather  than  on  scientific  grounds.  He  states 
that  patients  spend  $500,000,000  per  year  on  cold  medi- 
cines which  don’t  work  very  well  and  are  fraught  with 
toxic  side  reactions.  Therefore,  ascorbic  acid,  which  is 
so  cheap  and  essentially  non-toxic,  would  be  a better 
substitute  for  what  we  have  except  for  the  opposition 
of  “the  medical  establishment.”  This  reasoning  repeats 
itself  throughout  the  book.  The  text  is  written  for  the 
layman,  but  should  be  read  by  most  M.D.’s  since  they 
are  going  to  be  asked  questions  by  curious  or  worried 
patients.  The  whole  book  can  be  read  in  an  hour.  It 
is  full  of  refreshing  facts  on  a controversial  subject  by 
a partisan  author  who  writes  well  and  really  means 
well.  After  all,  how  can  you  argue  against  an  author 
with  two  Nobel  prizes  when  you  may  not  even  have 
one? 

Manuel  J.  Rowen,  M.D. 

Shands'  Handbook  of  Orfhopaedic  Surgery.  (Eighth 
Edition)  R.  Beverly  Raney,  Sr.  and  H.  Robert  Brashear, 
Jr.  Saint  Louis,  Mosby,  1971.  Pp.  543.  Illustrated 
($15.50) 

As  set  forth  in  the  pre'^ace,  this  book's  primary  goal 
is  the  “presentation  of  the  fundamental  facts  and 
principles  of  orthopaedic  surgery,  concisely  but  in 
sufficient  detail  to  convey  a well-rounded  knowledge 
of  the  subject.”  It  succeeds  in  this  objective  and  main- 
tains its  place  as  a favorite  for  medical  students. 

It  has  grown  in  size  since  the  first  edition  of  1937  and 
even  since  1 was  a medical  student  some  time  later, 
but  it  must  be  said  that  this  increase  in  size  reflects 
our  improved  understanding  of  many  orthopaedic  con- 
ditions. Furthermore,  it  contains  419  photographs  and 
drawings — almost  all  of  excellent  quality.  Even  nioie 
valuable  is  a bibliography  which  takes  up  79  of  the 
book’s  543  pages  and  this  refers  the  interested  reader 
to  more  detailed  reading  on  almost  all  the  suhjeits 
covered  in  the  book. 


This  book  should  be  (and  usually  is)  required  rc.-iding 
lor  all  medical  students  and  provides  the  practicing 
physician  with  quick  references  to  many  of  the  [noh- 
lems  he  sees  every  day. 

Peter  N.  Garhonara,  M.D. 


General  Ophthalmology  (Edition  6).  Daniel  Vaug’nan, 
M.D.,  Taylor  Asbury,,  M.D.,  and  Robert  Cook.  M.D. 
Los  Altos,  California.  Lange  Medical  Publications. 
1971.  Pp.  316.  Illustrated.  ($8) 

I his  oi)hthalmology  text  book  is  one  of  the  best  that 
I ha\e  seen  for  use  by  medical  students  and  general 
pinsicians.  It  is  (juile  complete,  with  large  sections  on 
some  of  the  rarer  ophthalmologic  conditions  such  as 
the  phankoniatoses.  The  book  is  also  up-to-date,  con- 
taining interesting  discussions  on  topics  of  recent  in. 
terest.”indiiding  genetics  and  retinal  degenerations. 

1 he  format  makes  it  easy  to  locate  and  absorb  factual 
material  as  well  as  to  understand  the  organization  of 
ophthalmologic  topics.  Presentation  is  not  dogmatic 
and  the  subject  matter  is  not  over-simplified.  Although 
the  authors  state  that  this  text  was  written  with  resi- 
dents in  ophthalmology  in  mind,  I feel  that  the  more 
important  subjects  such  as  glaucoma  and  strabismus 
are  not  treated  in  enough  depth  to  satisfy  these  physi- 
cians. , „ 

Authur  S.  Kern,  M.D. 
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WANTED:  Pathologist — Full  time,  for 
large  Psychiatric  Hospital  with  active 
medical-surgical  service.  To  direct 
laboratory — both  clinical  and  anatomic 
pathology.  Housing  available.  Liberal 
fringe  benefits.  Salary  up  to  $29,- 
714.00  dependent  on  qualifications. 
Please  contact  M.  R.  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric 
Hospital,  Marlboro,  New  Jersey,  (201) 
946-8100. 


THIS  COMMUNITY  NEEDS  A DOCTOR 

Verona,  New  Jersey 

Former  physician’s  home  and  office  fac- 
ing Montclair  Golf  Course.  Charming  4 
bedroom,  2 bath  Colonial  house  with 
den  and  2 car  garage  plus  4 room  fully 
equipped  attached  doctor’s  office. 
Wonderful  opportunity.  Asking  $70,- 
000. 

Mary  Gerberg  Agency,  Inc.  (201)  857-0770 
17  Grove  Avenue  Verona,  New  Jersey  07044 


PHYSICIANS 

Board  Certified 
or  Board  Eligible 

To  participate  in  medical  programs  of 
broad  scope.  New  ultra-modern  institution 
for  approximately  800  mentally  retarded 
residents  with  104  bed  medical  and  surgical 
hospital. 

Beautiful  location  in  semi-rural  rolling  lake 
country  near  Clinton,  N.J.  40  miles  equal 
distance  from  New  York  and  Philadelphia. 
Close  to  Hunterdon  Medical  Center. 

Salary  to  $29,000.  35  hour  week.  Medical 
insurance  and  retirement  benefits.  Oppor- 
tunity for  private  practice. 

For  further  information 
contact  A.  C.  Sootkoos,  Supt. 

HUNTERDON  STATE  SCHOOL 

P.O.  Box  5220,  Clinton,  N.J.  08809 


PHYSICIANS  WANTED:  Psychiatrist- 
Immediate  openings  to  work  on  Psy- 
chiatric Services.  Also  openings  in 
community  mental  health  clinics  in 
need  of  expansion.  Jersey  Shore  Area. 
Excellent  personnel  programs  and 
benefits.  May  have  part  time  practice. 
State  License  required.  Salary  to  $29,- 
714.00  depending  on  qualifications. 
Send  resume  in  confidence  to  Michael 
R.  Simon,  M.D.,  Medical  Director,  Marl- 
boro Psychiatric  Hospital,  Marlboro, 
New  Jersey.  Telephone:  201-946-8100. 


FAMILY  PHYSICIAN  OR  INTERNIST 

To  join  two  other  physicians  in  team  of  allied  health 
professionals  in  providing  comprehensive  medical  service 
for  a 93  bed  extended  care  and  rehabilitation  division  of 
a major  community  general  hospital  with  all  laboratory 
and  therapeutic  facilities.  Full  range  of  medical  con- 
sultants available.  Excellent  salary  and  fringe  benefit 
program.  Attractive  work  and  living  environment. 

Direct  inquiries  to; 

Dr.  Leonard  Policoff 

Director  of  Rehabilitation  Medicine 

PRINCETON  HOSPITAL 

253  Witherspoon  St. 

Princeton,  N.  J.  08540 
(609)  921-7700 

An  Equal  Opportunity  Employer 


' \ 


Health  Services 


Rutgers  University  has  a vacancy 

for  a Director  of  Health  Services 

for  its  Livingston  College  campus 

in  PIscataway,  New  Jersey.  The  function 

will  be  to  provide  direction  for 

the  Student  Health  Program  as  well  as 

medical  care  for  student  patients.  This 

position  requires  a medical  degree  and 

licensure  and  a minimum  of  1 year  internship. 

Candidates  should  also  have  familiarity 

with  public  health  comprehensive 

care  programs.  In  addition  to 

medical  expertise,  the  individual 

must  have  administrative  abilities 

to  plan  programs  and  facilities,  administer 

the  center  budget  and  supervise  the 

supportive  staff. 

Specific  responsibilities  include: 

Student  patient  care,  on  call  one 
night  per  week,  and  one  weekend  per 
month,  plan  and  coordinate  staff 
in-service  training  and  seminars. 

Benefits  include:  3 weeks  vacation, 

free  hospitalization,  educational 

opportunities,  and  possible 

affiliation  with  Rutgers 

Medical  School  in  Piscataway,  New  Jersey 

Starting  salary  for  this  position 
$21,768-$23,944. 

Send  resumes  only  to:  R.  Thomas, 

Division  of  Personnel  Services, 

RUTGERS  UNIVERSITY 

New  Brunswick,  New  Jersey  08903 

Equal  Opportunity/ Affirmative  Action  Employer 
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CLASSIFIED  ADVERTISEIVIENTS 


INTERNIST-GASTROENTEROLOGIST-32  years  old,  board 
certified  internist  seeks  group  or  partnership.  Available 
July  1972,  Contact  Eugene  Kern,  M.D.,  3 Washington 
Square  Village  Apts,  New  York,  New  York  10012. 


OPHTHALMOLOGIST— New  York  University  School  of 
Medicine  1966.  Board  eligible.  Group,  association  or 
partnership.  Available  July  1972.  Write  Box  No.  1, 
c/o  THE  JOURNAL  or  call  (201)  224-6707. 


GENERAL  PRACTITIONER-Gross  well  over  $100,000 
needs  energetic  M.D.  4(4  days  a week.  No.  OB's.  Part- 
nership in  6 months.  New  Jersey  license  required.  Re- 
ply Box  No.  6,  c/o  THE  JOURNAL. 


PHYSICIAN— Established  suburban  practice,  7 general 
practitioners  group,  scenic  New  Jersey  location  within 
one  hour  New  York  City.  One  evening  per  week  every 
6th  weekend.  Liberal  vacations.  No  investment.  Full- 
time gross  $100,000.  Ideal  for  new,  semi-retired  general 
practitioner  or  change  to  suburban  location.  Call  Dr. 
McConnell  (201)  584-4947. 


PHYSICIAN— An  active  plasmapheresis  program  with 
locations  in  northeastern  New  Jersey  and  operating  un- 
der the  highest  medical  standards,  requires  the  regular, 
part-time  assistance  of  a New  Jersey  licensed  physician. 
This  physician  will  be  present  on  a daily  basis,  examin- 
ing the  long-term  plasmapheresis  donors,  evaluating 
laboratory  parameters  and  overseeing  the  conduct  of 
all  phases  of  plasmapheresis.  Excellent  financial  ar- 
rangements and  hours.  Replv  in  confidence  to  Box  No. 
5,  c/o  THE  JOURNAL. 


PEDIATRIC  PRACTICE  FOR  SALE-Bergen  County,  New 
Jersey.  Good  coverage,  open  hospital,  modern  10-room 
office.  $100,000/year  gross.  Available  immediately  Write 
Box  No.  214,  c/o  THE  JOURNAL. 


HOME  AND  OFFICE  FOR  SALE-North  Jersey  shore. 
Active  practice,  well  established.  Medicaid  and  private 
opportunity  available.  Attractive  income,  unique  work- 
ing condition,  4-day  week.  Minutes  away  from  teach- 
ing hospital,  one  hour  from  New  York  City.  Write  Box 
No.  3,  c/o  THE  JOURNAL. 


FOR  RENT— Metuchen,  New  Jersey,  fully  equipped  of- 
fice, 5 rooms,  parking,  excellent  location,  5 hospitals 
serving  area  5—25  minutes  distance.  Phone  (201)  549- 
2172  evenings. 


MEDICAL  WRITING,  EDITING-Manuscripts  prepared 
for  publication,  galleys  edited.  Final  copy  prepared 
from  rough  draft.  Write  Box  No.  4,  c/o  THE  JOUR- 
NAL. 


ORTHOPAEDIST— Board  certified  or  eligible  to  join 
ihree-man  incorporated  single-specialty  group.  Good 
living  conditions  and  hospital  facilities.  No  invest- 
ment necessary.  Write  P.O.  Box  1865,  Trenton,  New 
Jersey  08605. 


PHYSICIAN'S  ASSISTANT— Seeking  employment,  avail- 
able June  '72.  Prefers  pediatric  medicine.  Resume  and 
personal  vitae  upon  request.  Contact  Box  No.  7,  c/o 
THE  JOURNAL. 


FOR  SALE— Practice,  Home/Office,  Chatham.  Ideal  for 
physician  specializing  Internal  Medicine.  Six-room 
office,  4-bedroom  split-level  home,  near  hospitals,  anqjle 
parking.  Call  (201)  6.35-5000  or  (201)  377-81.33. 


Information  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  ‘‘Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


COLLECTIONS 

HENRY-LESLIE  ASSOCIATES 

"BONDED" 

P.O.  BOX  A 

CRANBURY,  N.  J.  08512 
(609)  395-1760 


P.O.  BOX  905 
TOMS  RIVER,  N.J.  08753 
(201)  244-2502 

Professional  Services  for  the  Health  Professions 

NO  CHARGE  UNLESS  WE  COLLECT 
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perfect^ from  soup 
to  'DicarhosiV 


Dicarbosil 


ANTACID 

Write  for  Clinical  Samples 


ARCH  LABORATORIES 


319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

♦TRADEMARK 


Upjohris  low-priced 
penicillinVK 

i 


iOO  ^ »&'»•*' 

Uticillin  VK 

iKAl.f  V4RI'  I 

’potassium  Phenoxym**^ i 

Penicillin  Tablets.  U S-P  ' 


U|»i*hii 


250  mg. 

(400.000  Units) 

Sensing  without 


h 


V 


\ 


Upjohn  has  been  able 
to  reduce  the  price  of 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quahty  you  expect  from  an  Upjohn  product. 


(potassium  phenoxymethyl  penicillin, 
U.S.E,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him! 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam) 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributec 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
"91^^  or  2-mg  Valium  tablets  t.id.  or  q.i.d.  can  usually 

provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


Whim* 


(diazepam) 


MAn  1 3 the  tense  cardiac  patient  who  must  be  kept  calm 


Of:  please  consult 

compieW  product  mformation,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,' tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po-  . 
tential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
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Paradoxical  reactions  such  as  act  ^ 
hyperexcited  states,  anxiety,  halli  § 
tions,  increased  muscle  spasticity 
insomnia,  rage,  sleep  disturbance  o 
stimulation  have  been  reported;  s ^ 
these  occur,  discontinue  drug.  Isc  • 
reports  of  neutropenia,  jaundice;  ^ 
blood  counts  and  liver  function  te  ® 
advisable  during  long-term  theraf  ^ 

Dosage:  Individualize  for  ma  k 
beneficial  effect.  Adults:  Tension 
and  psychoneurotic  states,  2 to  1 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
q.i.d.  in  first  24  hours,  then  5 mg 
or  q.i.d.  as  needed;  adjunctively  i 
skeletal  muscle  spasm,  2 to  10  rr 
or  q.i.d.;  adjunctively  in  convulsi\  'O 
disorders,  2 to  10  mg  b.i.d.  to  q.i.  b 

Geriatric  or  debilitated  patients: ^ o 
mg,  1 or  2 times  daily  initially,  inc 
as  needed  and  tolerated.  (See 

Precautions.)  Children:  1 to  2Vz  n.^ 

or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose' “ packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche#  J 

Nutley.  N J 07110  i 
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ANNUAL  MEETING  — May  6-9.  1972 
Haddon  Hall,  Atlantic  City 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 
S10,000  to  $150,000  of  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  compar>y  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  3-4340 


$1,200 

I 

PLUS 


$1, 


000 


Hope 

you’ll 

visit  us  in 
Atlantic  City 

at  The  Medical  Society 
of  New  Jersey’s 
Annual  Meeting 

We’ll  welcome  visits  from 
members  of  the  profession  at  the 
Blue  Shield  booth  in  Atlantic  City 
during  the  Annual  Meeting  of  The 
Medical  Society  of  New  Jersey. 

Representatives  of  our  Physician 
Relations  Staff  and  our  physician 
Medical  Advisors  will  answer 
your  questions  about  Prevailing 
Fee  . . . Simplified  Service 
Reports  . . . Rider  J coverage  and 
limitations  on  diagnostic  services 
...  or  any  other  matters  you  may 
wish  to  discuss. 

In  any  case  — stop  by  for  a 
friendly  visit.  You’ll  be  cordially 
welcomed! 

9 

BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


CAPTAIN  STARN'S 

SEAFOOD 

RESTAURANT  & YACHT  BAR 

Steaks  and  Chops 
All  kinds  of  Yachting 

Featuring  Seafood  From 
Our  Own  Boots 

Inlet  — Atlantic  City,  N.  J. 

Phone  344-3905  Ample  Parking 


KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

• A voluntary,  non-profit,  non-sectarian 
specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 
dren and  adults  providing  intensive  and 
comprehensive  medical,  social,  psy- 
chological, and  vocational  services  for 
patients  with  any  physical  impairment 
due  to  a congenital  condition,  accident 
or  disease. 

• In-patient  and  out-patient  service  fa- 
cilities include  a 48-bed,  air-conditioned 
in-patient  wing,  swimming  pool,  and 
modern  treatment  facilities. 

• Fully  accredited  by  the  Joint  Com- 
mission of  Accreditation  of  Hospitals, 
and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare 
and  Medicaid. 


ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 


RICHARD  A.  SULLIVAN,  M.D., 
Medical  Director 

HENRY  H.  KESSLER,  M.D., 
Director  of  Professional 
Education  and  Research 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 


ROMA  SAVINGS  AND  LOAN  ASS  N. 

485  HAMILTON  AVENUE 
Trenton,  New  Jersey  08609 

INSURED  SAVINGS 
Mortgage  Loans  Available 

Phone:  599-9301 

Watch  for  Opening  of  Branch  Office— Route  33  & Shady  Lane 


A World  Wide  Organization  Dedicated  To  Your  Good  Health 


BECTON,  DICKINSON  AND  COMPANY  • RUTHERFORD,  N.  J 
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PUT  YOUR  TRUST  IN  NJB 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 
Department  services,  we’d  be  most  happy  to 
discuss  them  with  you. 

TRUST  OFFICES:  129  Market  Street,  Paterson 
657  Main  Avenue,  Passaic 


Member  Federal  Deposit  In^rance  Corp.  • Member  Federal  Reserve  System 


SOUTH  MOUNTAIN 
LABOKATOR lES  • INC 

for  CONTRO! .-RESEARCH 


SERVICES  IN 


• PHARMACOLOGY 

• ENDOCRINOLOGY 

• TOXICOLOGY 

• COSMETICS 


• BIO-ASSAY 

• PLASTIC  IMPLANT 

• HUMAN  SKIN  TESTING 

• BIOAVAILABILITY 


487  Valley  Street,  Maplewood,  N.  J.  07040 
phone  (201)  762-0045 
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rheumatoid  arthritic  blowup ... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


I mportant  Note:  This  drug  is  not  a simple  analgesic. 

10  not  administer  casually.  Carefully  evaluate  patients 
efore  starting  treatment  and  keep  them  under  close 
lupervision.  Obtain  a detailed  history,  and  complete 
hysical  and  laboratory  examination  (complete 
emogram,  urinalysis,  etc.)  before  prescribing  and  at 
'equent  intervals  thereafter.  Carefully  select  patients, 
i.voiding  those  responsive  to  routine  measures,  con- 
iraindicated  patients  or  those  who  cannot  be  observed 
requently.  Warn  patients  not  to  exceed  recommended 
losage.  Short-term  relief  of  severe  symptoms  with 
he  smallest  possible  dosage  is  the  goal  of  therapy, 
itosage  should  be  taken  with  meals  or  a lull  glass  of 
nilk.  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of:  fever,  sore  throat,  oral 
esions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
ipigastric  pain,  symptoms  of  anemia,  black  or  tarry 
! itools  or  other  evidence  of  intestinal  ulceration  or 
temorrhage,  skin  reactions,  significant  weight  gain  or 
idema.  A one-week  trial  period  is  adequate.  Discon- 
I inue  in  the  absence  of  a favorable  response.  Restrict 
I reatment  periods  to  one  week  in  patients  over  sixty. 

I ndicatlons:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
: ^eumatoid  spondylitis. 

' Contraindications:  Children  14  years  or  less;  senile 
i 3atlenls;  history  or  symptoms  of  G.l.  inflammation  or 
jlceration  including  severe,  recurrent  or  persistent 
Jyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
typerlension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
jdrug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tioris.  Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  Increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  Is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratoty  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Slevens-Johnson  syndrome, 

Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  Interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of  ■ 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage. toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage.  Including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation.  Insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-0OO-E 

For  complete  details,  Including  dosage,  please  see 
lull  prescribing  Inlormatlon. 
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PENAITY 


TRIPPINGS 
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A personal  foul  against  the  tripper,  and  possibly 
weeks  of  painful  skeletal  muscle  spasm  for  the 
victim. 

For  the  skeletal  muscle  spasm  of  leg  strains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm/ pain/ 
spasm.  The  resultant  relief  of  skeletal  muscle 

spasm  may  permit  greater 
mobilization  of  the  affected 
muscles  and  may  help  the 
patient  resume  usual  activities 
sooner  than  otherwise  possible. 

Sudden  trauma  to  and  unusual  stress  on  sartorius 
muscle  may  cause  strain  of  muscle  and  tearing  of 
some  of  the  fibers.  The  resultant  muscle  spasm  can 
make  leg  motion  painful. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications: Tension  and  anxiety  states;  somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication ; abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed ; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence, changes  in  salivation, slurred  speech,  tremor,  vertigo,  urinary  retention,  . 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  mu.scle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  shovdd  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  i)erioflic  / „ X Roche  Laboratories 

blood  counts  and  liver  function  tests  ^ ROCHE/  Division  of  Hoffmann- La  Roche  Inc 

advisable  during  long-term  therapy.  \ ' Nuiley.  N J 07110 


VAUUM*(diazepam) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 
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lb  get  the  water  out 
in  edema* 

lb  lower  blood  pressure 
in  hypertension* 

lb  spare  potassium 
in  both 

There’s 

Dyazide 

of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

‘Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy;  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  'Dyazide'  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 

Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 

Accordingly,  check  serum  potassium  during  therapy,  partic- 
ularly in  patients  with  suspected  or  confirmed  renal  insuf- 
ficiency (e.g.,  certain  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  Is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
pertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-106 


Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  M.P.H.,  Formerly 
Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


/(> 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
press  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  be  to  use  profes- 
sional j)ubl ications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  relate<l 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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Henry  W.  Gadsden, 
Chairman  & Chief  Executive 

Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
reaching  impact  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
not  happening.  For  exam- 
ple, it  is  apparent  from 
drug  efficacy  studies  that 
the  NAS/NRC  panels  gave 
little  consideration  to  the 
evidence  that  could  have 
been  provided  by  practic- 
ing physicians. 

There  are  several  current 
developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
would  come  perilously 
close  to  federal  direction  of 
how  medicine  should  be 
practiced. 

In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  acce.ss  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  <liffi- 
culty  in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/  risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Greetings 
Members  of 
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John  F.  Dixon,  Jr.,  M.D.,  Medical 
Director 

Don  T,  Van  Dam,  M.D.,  Asst  Medical 
Director 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 


© 1972  The  Upjohn  Company 
♦trademark 
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Upjohn’s  low7priced 
tetracycline 


a Be 
-c 


NOC  9 7P2  Capsules  ^ 

panmycif^ 

H Jd  f P^ch  I o r i d e ) 

(tetracycl.ne  hydfPC 

250  mgj 


■ prod*?'*® 

caution: 

dispensing 


Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Panmycin 

(tetracycline  HCl^Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml. 


Keeping  quality  up 


and  cost  down 


Now  in  a 
200-ml. 
nbreakable 

Plastic  I 
Bottle 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths- 
125  mq.  5 ml. 
and 

250  mg.  5 ml. 


V-Cillin  KIPediatric 

potassium 

phenoxymethyl 

, available  lo  the 

prolession  on  request. 

L/V/l  llvlllll  I Eli  Lilly  and  Company 

* Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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EDITORIALS 

Organized  Medicine  and 
the  Democratic  Method 

It  looks  like  a long  and  weary  channel  from 
you  to  your  county  medical  society,  to  the 
state  society,  to  the  AMA.  Obviously  no  orga- 
nization of  more  than  a thousand  members 
can  function  like  a small  town  meeting.  Yet 
the  individual  doctor  can  make  his  voice 
heard.  In  February  1970,  the  Food  and  Drug 
Administration  insisted  on  printed  inserts  in 
each  package  of  anti-ovulatory  pills.  A Texas 
practitioner  didn’t  like  the  wording,  saw  a 
threat  to  physician-patient  rapport  and  an  im- 
pediment to  tailor-making  the  instructions  to 
fit  each  patient’s  needs.  Of  course,  thousands  of 
physicians  in  the  USA  had  the  same  reaction, 
but  most  of  them  said;  “It’s  wrong,  l)ut  I 
can’t  move  either  the  AMA  bureaucracy  or 
the  Federal  bureaucracy.’’  So,  taking  the  “you 
can’t  fight  city  hall’’  attitude,  most  of  us  just 
shrugged  our  shovdders. 

The  Texas  physician  said  what  he  thought  at 
a meeting  of  his  county  medical  society.  They 
asked  him  to  word  a resolution.  He  did  and  it 
went  to  the  Texas  State  Medical  Association. 
Their  House  of  Delegates  sent  it  to  one  of 
their  Reference  Committees  which  held  hear- 
ings, found  general  approval  of  the  resolu- 
tion, and  so  it  was  relayed  to  the  AMA’s 
House  of  Delegates.  Again  it  went  through 
the  mill  of  reference  committee  debate  and  a 
vote  in  the  AMA  House.  But  the  resolution 
was  passed  and  FDA  now  heard  olhcial  AMA 
policy.  The  agency  changed  the  wording 
originally  drafted  for  the  package  in.sert  and 
eventually  endorsed  the  AM.A-worded  pam- 
phlet. 

The  whole  process  look  ten  months.  But  it 
worked.  Organized  Medicine  still  keeps  open 
its  communication  channels  in  both  direc- 
tions. Your  voice  can  be  heard. 


The  Complete  Physical 

One  of  the  by-products  of  advancing  special- 
ization is  the  decline  of  the  complete  physical 
examination.  General  practitioners  seem  to 
be  the  only  ones  left  who  can  do  this,  and 
they  often  become  discouraged  by  the  fre- 
quency of  “normal”  findings.  There  isn’t  much 
glamor  in  doing  a really  meticulous  physical 
examination,  and  the  constant  reiteration  of 
“negative”  becomes  monotonous.  Internists, 
who  certainly  can  do  complete  examinations, 
often  prefer  to  leave  to  the  neurologist,  the 
ophthalmologist,  the  orthopedist,  the  psychia- 
trist, and  the  otologist  the  responsibility  for 
invading  those  areas  of  the  psychobiologic 
unit.  Thus,  it  may  come  to  pass,  that  “com- 
plete physical  examinations”  will  be  relegated 
to  exercises  for  junior  medical  students. 

The  general  physical  examination  is  actually 
the  onlv  instrument  for  handling  the  total 
human  being.  The  examination  also  has  cer- 
tain emotional  components.  To  the  lay- 
man, the  symbols  of  the  physician  are  the 
stethoscope,  the  tongue  depressor,  and  the 
blood-pressure  cuff.  The  more  thorough  the 
examination,  the  more  convinced  that  patient 
is  that  here  is  a friendly  and  scrupulous  phy- 
sician who  knows  what  he  is  talking  about. 
You  and  I know  that  many  serious  disorders 
do  not,  in  early  stages,  manifest  themselves 
in  changes  that  can  be  picked  up  by  physical 
examination.  Nonetheless,  the  psychologic 
impact  is  there,  and,  in  these  days  of  self- 
criticism,  is  not  to  be  neglected. 

A careful  examination  is  also  a form  of  sell- 
discipline.  Cursoriness  here  becomes  casual- 
ness in  other  facets  of  practice.  It  is  also  a 
technic  of  keeping  up  with  medical  progress. 
It  is  a way  of  re-establishing  the  thread  of 
personal  contact  with  patients  that  is  threat- 
ened by  the  burgeoning  of  medical  machinery. 
It  is  a recognition  of  the  value  of  the  laying 
on  of  hands.  It  is  the  badge  of  distinction  of 
the  physician.  Many  give  health  advice:  nutri- 
tionists, psychologists,  technicians,  pharma- 
cists, and  others;  but  none  does  physical  ex- 
aminations, so  this  becomes  idiomatic  to  the 
medical  profession. 
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A Kind  Word  for 
the  Drug  Industry 

A few  years  ago.  Sir  Derrick  Dunlop  said  that 
“of  the  seventy  most  valuable  drugs  intro- 
duced to  medicine  in  this  century  since  the 
discovery  of  aspirin  in  1899,  sixty  were  dis- 
covered and  developed  by  scientists  in  the 
laboratories  of  industry.” 

Let  it  be  noted  too  that  the  research-based 
companies  of  the  industry  this  year  will  be 
spending  more  than  $600,000,000  on  research 
and  development — the  highest  ratio  of  re- 
search and  development  to  sales  of  any  U.S. 
industry.  And  this  enormous  effort  comes 
from  company  earnings,  not  government  dol- 
lars. Such  an  investment  implies  solid  confi- 
dence in  the  capability  of  a uniquely  diverse 
corps  of  chemists,  clinicians,  and  other  scien- 
tists to  discover  or  develop  products  that  can 
more  effectively  treat  human  ailments.  The 
opportunities  exist,  so  the  financial  risks  will 
be  taken.  As  we  probe  deeper  into  such 
promising  areas  as  molecular  biology,  as  we 
perfect  newer  technologies,  this  industry  has 
the  capacity  to  make  the  most  significant  kind 
of  contributions.  Hopefully,  they  can  dwarf 
those  of  the  past  and  present. 

Because  there  are  such  opportunities,  because 
they  must  be  pursued  unremittingly  in  the 
interests  of  sick  people,  the  drug  industry  has 
an  obligation  to  question  the  excessive  cau- 
tions of  bureaucracy,  and  to  feel  distressed  at 
the  rigidity  of  regulation.  It  is  true  that  phar- 
maceutical companies  make  profits.  Come  to 
think  of  it,  most  of  us  expect  to  make  money 
at  our  work.  The  scientists,  physicians,  and 
biochemists  in  this  industry  could  do  better — 
financially — in  other  fields.  But,  they  have  the 
satisfaction  of  knowing  that,  in  a direct  way, 
they  are  contributing  to  human  health  and 
life.  And  their  dedication  is  evidenced  by  the 
“research  and  development”  figures  just  cited 
as  well  as  by  the  effectiveness  of  their  prod- 
uct. Healing  medications,  products  of  indus- 
try-based research,  are  now  available  to  the 
poorest  American  that  no  emperor  could 
have  obtained  a century  ago. 


And  Now  Marantology? 

Our  esteemed  contemporary,  the  Neiv  Eng- 
land Journal  of  Medicine,  in  an  article  in  its 
January  1972  issue,  reflects  the  view  of 
William  D.  Poe,  M.D.,  a Duke  University  in- 
ternist. Dr.  Poe  suggests  a new  medical  spe- 
cialty devoted  to  providing  peace,  relief,  and 
comfort  to  the  dying  and  suggests  that  this 
new  specialty  be  called  “marantology”  from 
the  Greek  marantos  meaning  withered,  faded, 
or  sere.  Dr.  Poe  wants  physicians  to  help  peo- 
ple “die  with  dignity.”  He  opposes  last  min- 
ute heroic  measures,  such  as  radical  or  muti- 
lating operations,  or  sticking  tubes  and  nee- 
dles into  dying  patients.  The  way  he  puts  it  is 
this:  “We  should  help  people  endure  losing 
and  not  use  euphemisms  such  as  rehabilita- 
tion or  convalescence  for  the  losing  patients. 
We  should  not  send  dear  old  people  to  inten- 
sive care  units  to  be  treated  as  winners.” 
Marantologists,  he  reminds  us,  Avould  not  al- 
ways look  on  death  as  an  enemy,  but  often 
rather  as  a friend.  He  further  wants  the 
marantologist  to  “avoid  becoming  a do- 
gooder.” 

Specifically  he  asks:  “What  do  you  do  with  a 
90-year  old  person  whose  functions  are 
failing?  Try  to  make  him  comfortable.  You 
don’t  make  him  try  to  walk,  talk,  or  eat,  if  he 
doesn’t  want  to.”  He  characterizes  such  efforts 
as  pushing  people  around. 

There  is  certainly  cold  logic  in  this  thesis. 
But  it  represents  an  abandonment  of  hope,  a 
shift  from  the  traditional  life-saving  function 
of  the  physician.  One  trouble  is  that  once  the 
doctor  assumes  the  right  to  decide  who 
should  be  kept  alive  by  heroic  means  and 
who  should  be  allowed  to  die  by  medical 
inaction  the  door  is  open  to  opting  in  favor 
of  abandoning  heroic  efforts,  and  with  this 
the  loss  of  a kind  of  spark  that  keeps  us  going 
when  things  look  bad.  Cold  logic  indeed  may 
be  with  the  marantological  doctrine.  But 
there  are  more  important  things  in  our  work 
than  either  coldness  or  logic.  Come  to  think 
of  it,  in  making  such  decisions  there  is  a kind 
of  arrogance.  The  Greeks  had  a word  for  that 
too:  hubris. 
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RESUME  OF  EVENTS 


Saturday  through  Tuesday 
May  6 to  9,  1972 


Chalfonte-Haddon  Hall 
Atlantic  City 


Registration 

Saturday,  May  6,  from  9:30  a.m.  to  4:30  p.m. 

Sunday,  May  7,  from  9:00  a.m.  to  4:30  p.m. 

Monday,  May  8,  from  8:30  a.m.  to  4:30  p.m. 

Tuesday,  May  9,  from  9:00  a.m.  to  12  noon. 

Golden  Merit  Award 

Saturday,  May  6,  at  12  noon.  Honored  will  be 
those  members  of  MSNJ  who  have  held  the  degree 
of  Doctor  of  Medicine  for  fifty  years.  Reception 
following  ceremony. 

Motion  Picture  Theater 

Saturday,  May  6,  at  2:00  p.m.  Sunday  and  Mon- 
day, May  7 and  8,  at  10:00  a.m.  and  2:00  p.m. 
Program  arranged  and  presented  through  the  co- 
operation of  Roche  Laboratories,  Division  of  Hoff- 
mann-LaRoche,  Inc.,  Nutley,  New  Jersey. 

House  of  Deflates 

First  Session — ^Saturday,  May  6,  at  2:00  p.m. 
Second  Session — ^Sunday,  May  7,  at  3:30  p.m. 
Third  Session  (Part  I) — Mon.,  May  8,  at  3:15  p.m. 
Third  Session  (Part  II) — ^Tues.,  May  9,  at  9:00  a.m. 

Reception-Buffet-Dancing 

Saturday,  May  6,  7:30  p.m.  Special  invitation  is 
extended  to  members,  official  guests,  their  wives, 
and  Auxiliary  members.  (Tickets  are  at  Registra- 
tion Desk — $10  per  F>erson) 

Scientific  Program:  Scientific  Sessions 
Sunday,  May  7 at  9:00  a.m. — 

Allergy,  Otolaryngology,  Pediatrics 
Ophthalmology 

Sunday,  May  7 at  9:30  a.m.  (all  day) — 

Medicine,  Cardiovascular  Diseases,  Radiology 
Sunday,  May  7 at  1:00  p.m. — 

Anesthesiology 
Psychiatry  and  Neurology 
Urology 

Monday,  May  8 at  9:00  a.m.  (all  day) — 

Obstetrics  and  Gynecology 
Monday,  May  8,  at  9:30  a.m. — 

Chest  Diseases,  Clinical  Pathology 
Dermatology,  Plastic  and  Reconstructive  Surgery 
Orthopedic  Surgery 
Monday,  May  8 at  1:00  p.m. — 

Gastroenterology  and  Proctology, 

General  Practice 
Rheumatism 

Reference  Committees 
Saturday,  May  6 at  3:00  p.m. — 

Reference  Committee  on  Const,  and  Bylaws 
Reference  Committees  "A",  “B”,  "D",  “G" 
Sunday,  May  7 at  10:00  a.m. — 

Reference  Committees  "C”,  “E”,  “F",  "H" 

General  Session 

Sunday,  May  7,  at  4:00  p.m. — President’s  Farewell 
Address;  Inauguration  of  Incoming  President; 
Address  of  Incoming  President. 


Reception  for  President-Elect  D’Elia 
Sunday,  May  7 at  6:30  p.m.  Invitation  is  ex- 
tended to  members,  official  guests,  wives  of  mem- 
bers and  guests,  and  Auxiliary  members  (Admis- 
sion by  badge) 

Dinner-Dance 

Monday,  May  8 at  8:00  p.m.  Invitation  is  ex- 
tended to  members,  official  guests,  wives  of  mem- 
bers and  guests,  and  Auxiliary  members.  (Tickets 
at  Registration  Desk — $12  per  person) 

Miscellaneous 

Saturday,  May  6 — New  Jersey  Committee  on 
Trauma:  10:30  a.m.  — Meeting:  12  noon  — 
Luncheon;  1:00  p.m. — Annual  Trauma  Oration 

Saturday,  May  6 at  7:30  p.m. — Officers’  Dinner 
(By  invitation  only) 

Sunday,  May  7 at  11:00  a.m. — Brunch:  New  Jersey 
Medical  Woman’s  Association 

Sunday,  May  7 at  12  noon — Luncheon  Meeting: 
New  Jersey  State  Society  of  Anesthesiologists 

Sunday,  May  7 at  12  noon — ^Joint  Luncheon: 

New  Jersey  Chapter,  Am.  Osllege  of  Cardiology 
New  Jersey  Society  of  Internal  Medicine 
New  Jersey  Chapter,  Am.  College  of  Physicians 

Sunday,  May  7 at  12:30  p.m. — Luncheon  Meetings: 
New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology 

New  Jersey  Chapter,  American  Academy  of 
Pediatrics 

Sunday,  May  7 at  8:(X)  p.m. — Inaugural  Dinner 
(By  invitation  only) 

Sunday,  May  7 at  8:00  p.m. — 25th  Anniversary 
Banquet  of  the  New  Jersey  Obstetrical  and  Gyne- 
cological Society 

Monday,  May  8 at  12  noon — Luncheon  Meetings: 
New  Jersey  Chapter,  American  College  of  Chest 
Physicians 

New  Jersey  Obstetrical  and  Gynecological  Society 
New  Jersey  Orthopaedic  Society 

Monday,  May  8 at  12:30  p.m. — Joint  Luncheon: 
New  Jersey  Chapter,  Am.  College  of  Surgeons 
New  Jersey  Medical  School,  CMDNJ,  Newark 
Rutgers  Medical  School,  CMDNJ,  New  Brunswick 
Academy  of  Medicine  of  New  Jersey 

Monday,  May  8 at  12:30  p.m. — Luncheon:  New 
Jersey  Society  of  Plastic  and  Reconstructive 
Surgeons 

Monday,  May  8 at  5:00  p.m. — Alumni  Reception: 
College  of  Medicine  and  Dentistry  of  New  Jersey 

Monday,  May  8 at  5:30  p.m. — Alumni  Receptions: 
Jefferson  Medical  College 
Hahnemann  Medical  College 
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DAILY  SCHEDULE 


Saturday  through  Tuesday 
May  6 to  9,  1972 


Chalfonte-Haddon  Hall 
Atlantic  City 


Friday,  May  5,  1972 

4:00  p.m. — Board  of  Trustees — Bakewell  Room, 
1st  Floor,  H H 


Saturday,  May  6,  1972 

9:30  a.m. — Registration  Opens  — Exhibit  Hall, 
Lobby  Floor,  H H 

10:30  a.m. — Meeting:  New  Jersey  Committee  on 
Trauma,  American  College  of  Sur- 
geons— Roberts  Room,  Lobby  Floor, 
Chalfonte 

12:00  noon — Golden  Merit  Award  Ceremony 

Reception  for  Award  Recipients  and 
Their  Families 

Rutland  Room,  1st  Floor,  H H 

12:00  noon — Luncheon:  New  Jersey  Committee  on 
Trauma,  American  College  of  Sur- 
geons — Blue  Room,  Lobby  Floor, 
Chalfonte 

12:00  noon — Exhibits  Open — Exhibit  Hall,  Lobby 
Floor,  H H 

1:00  p.m. — Annual  Trauma  Oration — New  Jersey 
Committee  on  Trauma,  American  Col- 
lege of  Surgeons  — Roberts  Room, 
Lobby  Floor,  Chalfonte 

2:00  p.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

2:00  p.m. — House  of  Delegates — Windsor  Room, 
Lobby  Floor,  H H 

3:00  p.m. — Reference  Committees: 

Constitution  and  Bylaws  — Mandarin 
Room,  Tower  Floor,  H H 
“A” — Rutland  Room,  1st  Floor,  H H 
“B” — Room  1344,  Tower  Floor,  H H 
“D” — Rowsley  Room,  1st  Floor,  H H 
"G” — Solarium,  Lounge  Floor,  H H 

5:00  p.m. — Nominating  Committee  — Bakewell 
Room,  1st  Floor,  H H 

7:30  p.m. — Officers’  Dinner — West  Room,  Tower 
Floor,  H H 
(By  invitation  only) 

7:30  p.m. — Reception,  Buffet-Dinner,  Dancing — 
Vernon  Room,  Lounge  Floor,  H H 
(Invitation  is  extended  to  members, 
official  guests,  their  wives,  and  Auxil- 
iary members — tickets  at  Registration 
Desk — $10.00  per  person) 


Sunday,  May  7,  1972 

9:00  a.m. — Registration  and  Exhibits  Open  — 
Exhibit  Hall,  Lobby  Floor,  H H 
9:00  a.m. — Scientific  Sessions: 

Allergy,  Otolaryngology,  Pediatrics  — 
Derbyshire  Room,  1st  Floor,  H H 
Ophthalmology  — Solarium,  Lounge 
Floor,  H H 


9:30  a.m. — Scientific  Session: 

Medicine,  Cardiovascular  Diseases, 
Radiology  (all  day) — Pennsylvania  III, 
Lounge  Floor,  H H 

10:00  a.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

10:00  a.m. — Reference  Committees: 

"C” — Mandarin  Room,  Tower  Floor, 

H H 

“E” — West  Room,  Tower  Floor,  H H 
“F” — Rutland  Room,  1st  Floor,  H H 
“H" — Rowsley  Room,  1st  Floor,  H H 

11:00  a.m. — Brunch:  New  Jersey  Medical  Woman’s 
Association  — Tower  Room,  Tower 
Floor,  H H 

12:00  noon — Luncheon  Meeting:  New  Jersey  State 
Society  of  Anesthesiologists — Sylvan 
Room,  Lobby  Floor,  Chalfonte 

12:00  noon — Joint  Luncheon;  New  Jersey  Chapter, 
American  College  of  Cardiology,  New 
Jersey  Society  of  Internal  Medicine, 
and  New  Jersey  Chapter,  American 
College  of  Physicians — Pennsylvania 
III,  Lounge  Floor,  H H 

12:30  p.m. — Luncheon  Meetings: 

New  Jersey  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  — Roberts 
Room,  Lobby  Floor,  Chalfonte 
New  Jersey  Chapter,  American  Acad- 
emy of  Pediatrics  — Pavilion,  15th 
Floor,  H H 

1:00  p.m. — Scientific  Sessions; 

Anesthesiology  — Solarium,  Lounge 
Floor,  H H 

Medicine,  Cardiovascular  Diseases, 
Radiology  (continued) — Pennsylvania 
III,  Lounge  Floor,  H H 
Psychiatry  and  Neurology  — Derby- 
shire Room,  1st  Floor,  H H 
Urology  — Garden  Room,  Lounge 
Floor.  H H 

2:00  p.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

3:30  p.m. — House  of  Delegates  (election) — Wind- 
sor Room,  Lobby  Floor,  H H 

4:00  p.m. — General  Session — Addresses  by  Presi- 
dent Davis  and  President-Elect  D’Elia  - 
— Windsor  Room,  Lobby  Floor,  H H 

6:30  p.m. — Reception  Honoring  President-Elect 
D’Elia  — Pennsylvania  Room,  Lounge 
Floor,  H H 

(Invitation  is  extended  to  members, 
official  guests,  their  wives,  and  Auxil- 
iary members — admission  by  badge) 

8:00  p.m. — Inaugural  Dinner  — Vernon  Room, 
Lounge  Floor,  H H 
(By  invitation  only) 
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8:00  p.m. — Twenty-Fifth  Anniversary  Banquet — 
New  Jersey  Obstetrical  and  Gyneco- 
logical Society  — West  Room,  Tower 
Floor,  H H 
(By  invitation  only) 

Monday,  May  8,  1972 

8:30  a.m. — Registration  Opens  — Exhibit  Hall, 
Lobby  Floor,  H H 

8:30  a.m. — Scientific  Session: 

Surgery  — Rutland  Room,  1st  Floor, 
H H 

9:00  a.m. — Exhibits  Open — Exhibit  Hall,  Lobby 
Floor,  H H 

9:00  a.m. — Scientific  Session: 

Obstetrics  and  Gynecology  (all  day) 
— Garden  Room,  Lounge  Floor,  H H 

9:30  a.m. — Scientific  Sessions: 

Chest  Diseases,  Clinical  Pathology — 
Solarium,  Lounge  Floor,  H H 
Dermatology,  Plastic  and  Reconstruc- 
tive Surgery  — Rowsley  Room,  1st 
Floor,  H H 

Orthopedic  Surgery  — Vernon  Room, 
Lounge  Floor,  H H 

10:00  a.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

12:00  noon — Luncheon-Meetings: 

New  Jersey  Chapter,  American  Col- 
lege of  Chest  Physicians  — Roberts 
Room,  Lobby  Floor,  Chalfonte 
New  Jersey  Obstetrical  and  Gyneco- 
logical Society — Pavilion,  15th  Floor, 
H H 

New  Jersey  Orthopaedic  Society  — 
Mandarin  Room,  Tower  Floor,  H H 

12:30  p.m. — Joint  Luncheon:  New  Jersey  Chapter, 
American  College  of  Surgeons,  New 
Jersey  Medical  School,  CMDNJ, 
Newark,  Rutgers  Medical  School, 
CMDNJ,  New  Brunswick,  and  Acad- 
emy of  Medicine  of  New  Jersey — 
Rutland  Room,  1st  Floor,  H H 


12:30  p.m. — Luncheon:  New  Jersey  Society  of  Plas- 
tic and  Reconstructive  Surgeons — 
Derbyshire  Room,  1st  Floor,  H H 

1:00  p.m. — Scientific  Sessions: 

Gastroenterology  and  Proctology,  Gen- 
eral Practice — Solarium,  Lounge  Floor, 
H H 

Obstetrics  and  Gynecology  (continued) 
— Garden  Room,  Lounge  Floor,  H H 
Rheumatism  — Rowsley  Room,  1st 
Floor,  H H 

2:00  p.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

3:15  p.m. — House  of  Delegates — ^Windsor  Room, 
Lobby  Floor,  H H 

5:00  p.m. — Exhibits  Close — Exhibit  Hall,  Lobby 
Floor,  H H 

5:00  p.m. — Alumni  Reception: 

College  of  Medicine  and  Dentistry  of 
New  Jersey  — Rowsley  Room,  1st 
Floor,  H H 

5:30  p.m. — Alumni  Receptions: 

Jefferson  Medical  College — Suite  in 
Chalfonte 

Hahnemann  Medical  College — Tower 
Room,  Tower  Floor,  H H 

8:00  p.m. — Annual  Dinner-Dance  Honoring  Presi- 
dent and  Mrs.  Davis — Pennsylvania 
Room,  Lounge  Floor,  H H 
(Invitation  is  extended  to  members, 
officials  guests,  their  wives,  and  Auxil- 
iary members  — tickets  at  Registra- 
tion Desk — $12.00  per  person) 


Tuesday,  May  9,  1972 

9:00  a.m. — Registration  Opens  — Exhibit  Hall, 
Lobby  Floor,  H H 

9:00  a.m. — House  of  Delegates — ^Windsor  Room, 
Lobby  Floor,  H H 

12:00  noon — Registration  Closes  — Exhibit  Hall, 
Lobby  Floor,  H H 

8:00  p.m. — Board  of  Trustees — Bakewell  Room, 
1st  Floor,  H H 


VISIT  THE  EXHIBITS 
A THREE-WAY  TREAT 

One  of  the  colorful  aspects  of  our  convention  is  the  interesting  array 
of  exhibits.  This  year,  as  usual,  we  have  three  classes — 

Informational  — Scientific  — Technical 

The  exhibits  help  to  ciefray  the  cost  of  your  Annual  Meeting.  Take 
time  to  visit  each  booth.  There  is  a wealth  of  new  information  avail- 
able. Representatives  will  be  present  to  answer  your  questions. 
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GOLDEN  MERIT  AWARDS 


Saturday,  May  6 


12  noon 


Presiding 

E.  Vernon  Davis,  M.D.,  President 
Master  of  Ceremonies 

John  J.  Crosby,  Jr.,  M.D.,  Chairman,  Council  on  Public  Relations 

Marshals 

Presidents  of  Component  Societies  whose  members  are  receiving  awards 


The  Golden  Merit  Award,  established  in  1957,  is  conferred  upon  every 
member  of  The  Medical  Society  of  New  Jersey  who  has  held  the  degree  of 
Doctor  of  Medicine  for  fifty  years. 


Recipients  For  1972 


County 

Bergen 


Camden 


Cape  May 
Essex 


Member 

County 

Member 

Sadie  Miller  Blackman,  M.D. 

Hudson 

Sigmund  Carl  Braunstein,  M.D. 

Herman  J.  Horowitz,  M.D. 

Samuel  Ettinger,  M.D. 

John  Hawkins  Irwin,  M.D. 

Edward  Gilmay  Waters,  M.D. 

Frederick  Ludwig  Marx,  M.D. 

Mercer 

Hannah  Elizabeth  Seitzick-Robbins, 

Arthur  Storey  McCallum,  M.D. 

M.D. 

Max  Ruttenberg,  M.D. 

Marcia  Van  Gilder  Smith,  M.D. 

Middlesex 

Francis  Mann  Clarke,  Sr.,  M.D. 
Hyman  Peter  Fine,  M.D. 

George  Myron  Walters,  M.D. 

William  Campbell,  M.D. 

Monmouth 

Arthur  Strauss,  M.D. 

Ames  Lawrence  Filippone,  M.D. 
Harold  Herbert  Goldberg,  M.D. 
George  Russell  Henshaw,  M.D. 
William  James  Marquis,  M.D. 
Ellis  Leon  Smith,  M.D. 

Passaic 

Herman  Hale  Hollingsworth,  M.D. 
Gay  Bong  Kim,  M.D. 

Donald  Beardsley  Low,  M.D. 

Samuel  J.  Soschin,  M.D. 
Merton  H.  Stevens,  M.D. 

Union 

Malcolm  Shepherd  Edgar,  M.D. 

Arthur  Conrad  Thornhill,  M.D. 

Frederick  Theodore  Hutton,  M.D. 

Oscar  Ulan,  M.D. 

James  Julian  Paul  Linke,  M.D. 

Reception  for  Recipients  and  Families  Following  Ceremony 
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Annual  Trauma  Oration 

Saturday,  May  6,  1972 

1:00  p.m. 

Roberts  Room, 

Chalfonte 

Problems  and  Prospects  in  the  Treatment 
of  Traumatic  and  Hemorrhagic  Shock 

Benjamin  F.  Rush,  Jr.,  M.D.,  Johnson  and 
Johnson  Professor  of  Surgery,  and  Chairman, 
Department  of  Surgery,  College  of  Medicine 
and  Dentistry  of  New  Jersey. 

The  New  Jersey  Committee  on  Trauma  of 
the  American  College  of  Surgeons  will  pre- 
sent its  Annual  Trauma  Oration  on  Saturday, 
May  6,  during  the  206th  Annual  Meeting  of 
The  Medical  Society  of  New  Jersey.  Preced- 
ing the  lecture,  there  will  be  a meeting  of 
the  Committee  at  10:30  a.m.  in  the  Roberts 
Room  and  a luncheon  at  12  noon  in  the 
Blue  Room,  Chalfonte. 

(All  members  of  The  Medical  Society  of  New  Jersey 
and  other  physicians  are  invited  to  attend.) 

Motion  Picture  Theater 

Saturday,  May  6 (afternoon) 

Sunday,  May  7 (morning  and  afternoon) 
Monday,  May  8 (morning  and  afternoon) 

Library 
Lobby  Floor 
Haddon  Hall 

Arranged  and  Presented  Through 

Roche  Laboratories 

Division  of  Hoffmann-LaRoche,  Inc.,  Nutley 

10:00  a.m.  and  2:00  p.m. — Differential  Diagnosis  of  Parkinsonism 
10:15  a.m.  and  2:15  p.m. — Psychiatric  Technics  for  the  Family  Doctor 
11:15  a.m.  and  3:15  p.m. — Treatment  of  Parkinsonism  with  Levodopa 

11:30  a.m.  and  3:30  p.m. — Attorney/Physician  Cooperation  in  the 

Defense  of  Medical  Malpractice  Cases 
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RECEPTION 


Saturday,  May  6 


7:30  p.m. 


Cocktails 


Buffet 


Dancing 


Martin  King  Associates  Orchestra 
(Tickets  at  Registration  Desk) 


1972  ..^^nnuai  Iflfleetin^'  " " 

DINNER-DANCE 

Monday,  May  8 8:00  p.m. 


Honoring 

President  E.  Vernon  Davis 


Toastmaster 


Presentations 


Richard  I,  Nevin 
Welcome 

Mrs.  Donald  A.  McLean,  President 
Woman’s  Auxiliary 


Fellow’s  Key 

To:  E.  Vernon  Davis,  M.D.,  President 
By:  Emanuel  M.  Satulsky,  M.D.,  Immediate  Past- 
President 

Fellowette's  Pin 


Introductions 

Mrs.  Charles  Gandek,  President-Elect 
Woman’s  Auxiliary 

William  J.  D’Eiia,  M.D.,  President-Elect 
The  Medical  Society  of  New  Jersey 


To:  Mrs.  Donald  A.  McLean 
President,  Woman  Auxiliary 
By:  E.  Vernon  Davis,  M.D.,  President 
The  Medical  Society  of  New  Jersey 

Entertainment — Mel  Ehrin 
"From  Concert  to  Comedy” 


Music  and  Dancing 

Martin  King  Orchestra  Associates 
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REFERENCE  CGAAMIHEES 

Saturday,  3:00  p.m.  May  6,  1972 

Sunday,  10:00  a.m.  May  7,  1972 


Reference  Committee  on  Constitution  and  Bylaws 
Mandarin  Room,  Tower  Floor 
Reports  of  the: 

Committee  on  Revision  of  Constitution  and 
Bylaws 

Amendments  to  Constitution 
Amendments  to  Bylaws 


Reference  Committee  “A” 
Rutland  Room,  First  Floor 

Reports  of  the: 

President 

Board  of  Trustees 

Secretary 

Judicial  Council 

Executive  Director 

Committee  on  Credentials 


Reference  Committee  "B” 

Room  1344,  Tower  Floor 

Reports  of  the: 

Treasurer 

Committee  on  Finance  and  Budget 
Committee  on  Publication 
Committee  on  Medical  Student  Loan  Fund 
Committee  on  Project  Hope/Vietnam 


Reference  Committee  “C” 

Mandarin  Room,  Tower  Floor 
Reports  of  the: 

Medical-Surgical  Plan  of  New  Jersey 
Committee  on  Medical  Defense  and  Insurance 
Committee  on  Retirement  Plan  for  Physicians 


Reference  Committee  “D” 

Rowsley  Room,  First  Floor 
Reports  of  the: 

Committee  on  Medical  Education 
Committee  on  Medicine  and  Religion 
Committee  on  Emergency  Medical  Care 


Reference  Committee  “E" 
West  Room,  Tower  Floor 

Reports  of  the: 

Council  on  Legislation 
Council  on  Public  Relations 


Reference  Committee  “F’ 

Rutland  Room.  First  Floor 
Reports  of  the: 

Council  on  Medical  Services,  and  its  Special 
Committee  on  Occupational  Health,  Workmen's 
Compensation  and  Rehabilitation 
Council  on  Mental  Health,  and  its  Special  Com- 
mittees on: 

Alcoholism 
Drug  Abuse 

Emotional  Disorders  of  Childhood  and 
Adolescence 
Mental  Retardation 
Neurological  and  Related  Disorders 


Reference  Committee  "G” 

Solarium,  Lounge  Floor 
Reports  of  the: 

Council  on  Public  Health,  and  its  Special 
Committees  on: 

Cancer  Control 
Child  Health 

Conservation  of  Vision,  Hearing,  and  Speech 
Environmental  Health 
Maternal  and  Infant  Welfare 


Reference  Committee  "H" 

Rowsley  Room,  First  Floor 
Reports  of  the: 

Committee  on  Annual  Meeting,  and  its  Special 
Committees  on: 

Scientific  Exhibits 
Scientific  Program 

Committee  on  Honorary  Membership 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Nominations  for  Emeritus  Membership 


The  Committee  on  Credentials  will  meet  at  the 
Registration  Desk  each  morning  of  the  meeting. 
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HOUSE  OF  DELEGATES 


Saturday,  2:00  p.m. 

May  6,  1972 

Sunday,  3:30  p.m. 

May  7,  1972 

Monday,  3:15  p.m. 

May  8,  1972 

Tuesday,  9:00  a.m. 

May  9,  1972 

President — E.  Vernon  Davis,  M.D.,  Mount  Holly  Secretary — Louis  F.  Albright,  M.D.,  Spring  Lake 

Speaker — Henry  J.  Mineur,  M.D.,  Cranford 
Vice  Speaker — Edward  Foord,  M.D.,  Burlington 


Sessions 


Saturday,  May  6 — 2:00  p.m. 

First  Session 
Invocation 

The  Reverend  Watson  E.  Neiman,  M.D. 

Trinity  Episcopal  Church,  Moorestown 

Call  to  Order  by  the  Speaker 
Henry  J.  Mineur,  M.D. 

Organization  of  the  House 

Transactions  of  the  1971  House  of  Delegates 

Introduction  of  Guests  and  Delegates  from  Other 
States 

Annual  and  Supplemental  Reports 

Proposed  Amendments  to  the  Constitution  and 
Bylaws 

Resolutions 
New  'Business 
Announcements 


Sunday,  May  7 — 3:30  p.m. 

Second  Session 

Report  of  Nominating  Committee 
Election 

Inauguration  of  Incoming  President 
(At  the  conclusion  of  this  session  of  the  House  of 
Delegates,  the  President  and  the  President-Elect 
each  will  present  his  address.) 

Monday,  May  8 — 3:15  p.m. 

Third  Session  (Part  I) 

Reports  of  Reference  Committees 

Tuesday,  May  9 — 9:00  a.m. 

Third  Session  (Part  II) 

Reports  of  Reference  Committees 
Unfinished  Business 
Adjournment 


OFFICES  TO  BE  FILLED  BY  ELECTION— 1972  ANNUAL  MEETING 


Office 

Term 

From  To 

Incumbent  and  County 

President-Elect 

1 year 

May  1972-May  1973 

William  J.  D’Elia 
Monmouth 

1st  Vice-President 

1 year 

May  1972-May  1973 

Matthew  E.  Boylan 
Hudson 

2nd  Vice-President 

1 year 

May  1972-May  1973 

James  A.  Rogers 
Passaic 

Secretary 

1 year 

May  1972-May  1973 

Louis  F.  Albright 
Monmouth 

Treasurer 

1 year 

May  1972-May  1973 

Samuel  J.  Lloyd 
Mercer 

T rustees: 

1st  District 

3 years 

May  1972-May  1975 

Robert  C.  Anderson 
Essex 

Edward  G.  Bourns 
Union 

Charles  L.  Cunniff 

1st  District 

3 years 

May  1972-May  1975 

2nd  District 

3 years 

May  1972-May  1975 

Hudson 

2nd  District 

3 years 

May  1972-May  1975 

Richard  E.  Lang 
Passaic 

George  E.  Barbour 

3rd  District 

3 years 

May  1972-May  1975 

Somerset 

3rd  District 

3 years 

May  1972-May  1975 

David  Eckstein 
Mercer 

4th  District 

3 years 

May  1972-May  1975 

1.  Edward  Ornaf 
Camden 

Judicial  Councilors: 

1st  District 

3 years 

May  1972-May  1975 

Thomas  S.  P.  Fitch 
Union 
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Office 

Term 

From  To 

Incumbent  and  County 

4th  District 

3 years 

May  1972-May  1975 

Frederick  W.  Durham 
Camden 

AM  A Delegates: 

2 years 

Jan.  1973-Dec.  1974 

fGeorge  L.  Benz 
Essex 

2 years 

Jan.  1973-Dec.  1974 

Frank  J.  Hughes 
Camden 

2 years 

Jan.  1973-Dec.  1974 

John  F.  Kustrup 
Mercer 

2 years 

Jan.  1973-Dec.  1974 

Luke  A.  Mulligan 
Bergen 

AMA  Alternate  Delegates: 

2 years 

Jan.  1973-Dec.  1974 

Louis  F.  Albright 
Monmouth 

2 years 

Jan.  1973-Dec.  1974 

John  J.  Bedrick 
Hudson 

2 years 

Jan.  1973-Dec.  1974 

Nicholas  A.  Bertha 
Morris 

Delegates  and  Alternate  Delegates  to  Other 

States: 

New  York: 

Delegate 

1 year 

1973  Annual  Meeting 

Albert  F.  Moriconi 
Mercer 

Alternate 

1 year 

1973  Annual  Meeting 

Josiah  C.  McCracken,  Jr. 
Atlantic 

Connecticut: 

Delegate 

1 year 

1973  Annual  Meeting 

Warren  H.  Knauer 
Union 

Alternate 

1 year 

1973  Annual  Meeting 

Gastone  A.  Milano 
Atlantic 

Administrative  Councils: 
Legislation: 

5th  District 

3 years 

May  1972-May  1975 

John  S.  Madara 
Salem 

6th  Member 

3 years 

May  1972-May  1975 

Winton  H.  Johnson 
Bergen 

Medical  Services: 

5th  District 

3 years 

May  1972-May  1975 

David  R.  Brewer,  Jr. 
Gloucester 

6th  Member 

3 years 

May  1972-May  1975 

David  Flinker 
Burlington 

Mental  Health: 

3rd  District 

3 years 

May  1972-May  1975 

Robert  S.  Garber 
Somerset 

6th  Member 

3 years 

May  1972-May  1975 

Evelyn  P.  Ivey 
Monmouth 

Public  Health: 

5th  District 

3 years 

May  1972-May  1975 

Robert  G.  Salasin 
Cape  May 

6th  Member 

3 years 

May  1972-May  1975 

Frartcis  E.  Rieman 
Hudson 

Public  Relations: 

2nd  District 

3 years 

May  1972-May  1975 

Frank  R.  Begen 
Bergen 

5th  District 

3 years 

May  1972-May  1975 

♦Josiah  C.  McCracken,  Jr. 
Atlantic 

Standing  Committees: 

Annual  Meeting 

3 years 

May  1972-May  1975 

Robert  E.  Verdon 
Bergen 

Finance  and  Budget 

3 years 

May  1972-May  1975 

•Louis  G.  McAfoos,  Jr. 
Camden 

Medical  Defense  and  Insurance 

1 year 

May  1972-May  1973 

•♦William  J.  D’Elia 
Monmouth 

3 years 

May  1972-May  1975 

Paul  J.  Kreutz 
Union 

Medical  Education 

1 year 

May  1972-May  1973 

fJohn  R.  Wolgamot 
Burlington 

3 years 

May  1972-May  1975 

Edward  H.  Weiser 
Sussex 

Publication 

3 years 

May  1972-May  1975 

♦George  B.  Sharbaugh 
Mercer 

Woman's  Auxiliary  Advisory 

3 years 

May  1972-May  1975 

William  J.  Roe 
Bergen 

* Ineligible  for  re-election,  having  served  3 consecutive  terms. 

* Must  be  member  of  1972  House. 

**  Resigned — ^Vacancy  to  be  filled  by  1972  House, 
t Appointed  by  Board  until  1972  Annual  Meeting. 
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SPEAKERS 


Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  6 to  9,  1972  Atlantic  City 


Apolito,  Arnaldo,  M.D.,  Montclair 
Auerbach,  Robert,  M.D.,  New  York 
Ayres,  Stephen  M.,  M.D.,  New  York 


Layman,  William  A,,  M.D.,  Hackensack 
Lazaro,  Eric  J,,  M.D.,  Newark 
Likoff,  William,  M.D.,  Philadelphia 


Barad,  Gerald  S.,  M.D.,  Flemington 
Bahrman,  S.  Jan,  M.D.,  Ann  Arbor 
Belmont,  Owen,  M.D.,  Philadelphia 
Bowe,  John  J.,  M.D.,  Ridgewood 
Burks,  William  P.,  M.D.,  Princeton 
Butler,  Herbert,  M.D.,  Woodbury 
Byrne,  Richard  J.  R.,  M.D.,  Morristown 

Cagan,  Macyin,  M.D.,  Rahway 
Carmichael,  Paul  A.,  M.D.,  Lansdale,  Pa. 
Connolly,  Henry  A.,  Jr.,  M.D.,  Summit 

DePalma,  Anthony  F.,  M.D.,  Newark 
Diener,  Samuel,  M.D.,  East  Orange 
Dolan,  Jerome  A.,  M.D.,  Paterson 

Fadil,  Richard,  M.D.,  Passaic 
Ferrari,  Herbert  A.,  M.D.,  Summit 
Firtel,  Saul  I.,  M.D.,  Livingston 
Foord,  Edward,  M.D.,  Burlington 

Gehring,  David  A.,  M.D.,  Woodbury 
Gettes,  Bernard  C.,  M.D.,  Philadelphia 
Goldsmith,  Lee  S.,  M.D.,  New  York 
Good,  Robert  A.,  M.D.,  Minneapolis 
Griswold,  Merton,  M.D.,  Plainfield 
Groisser,  Victor  W.,  M.D.,  Montclair 

Hedley-Whyte,  John,  M.D.,  Boston 
Heller,  George,  M.D.,  Englewood 
Hodgkinson,  C.  Paul,  M.D.,  Detroit 

Kramer,  Lawrence  F.,  Trenton 
Kunderman,  Philip  J.,  M.D.,  New  Brunswick 


Manley,  Donelson  R.,  M.D.,  Philadelphia 
Marchesano,  Joseph  M.,  M.D.,  Bloomfield 

Naclerio,  Emil  A.,  M.D.,  New  York 
Nardi,  George  L.,  M.D.,  Boston 

O’Rourke,  Franklyn  S.,  M.D.,  Livingston 

Palmer,  Eddy  D.,  M.D.,  Newark 
Parsonnet,  Victor,  M.D.,  Millburn 
Pineda,  Albert  A.,  M.D.,  Clifton 
Popkin,  George  L.,  M.D.,  Bethpage,  N.Y. 

Riva,  H.  L.,  M.D.,  Short  Hills 
Rolnick,  Jerome  J.,  M.D.,  New  Brunswick 
Rosen,  Mortimer  G.,  M.D.,  Rochester 
Rush,  Benjamin  F.,  Jr.,  M.D.,  Newark 

Safir,  Aran,  M.D.,  New  York 
Schatman,  Benjamin  H.,  M.D.,  Millburn 
Schlossman,  Howard  H.,  M.D.,  Englewood 
Segal,  Bernard  L.,  M.D.,  Philadelphia 
Selikoff,  Irving  J.,  M.D.,  Paterson 
Sherk,  Henry  H.,  M.D.,  Camden 
Smith,  A.  Marshall,  M.D.,  New  Brunswick 
Solomon,  Sheldon  D.,  M.D.,  Marlton 
Sweeney,  William  A.,  M.D.,  New  Brunswick 
Swerdlow,  Dave  B.,  M.D.,  Plainfield 

Thron,  Leopold  E.,  M.D.,  Paterson 
Tsavaris,  Louis  J.,  M.D.,  Newark 

Vallis,  Charles  P.,  M.D.,  Lynn,  Mass. 

Wagman,  Edward,  M.D.,  Paramus 
Warren,  Kenneth  W.,  M.D.,  Boston 
Wilkinson,  Lawrence,  M.D.,  Ridgewood 
Wolfson,  Edward  A.,  M.D.,  Newark 
Wood,  William  L.,  M.D.,  Red  Bank 
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SCIENTIFIC  SECTION  OFFICERS 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  6 to  9,  1972  Atlantic  City 


Allergy 

Chairman— J.  Loren  Rosenberg,  M.D.,  East  Orange 
Secretary— Arthur  Forst,  M.D.,  North  Caldwell 

Ophthalmology 

Chairman— Raymond  E.  Adams,  M.D.,  Cherry  Hill 
Secretary— Donald  A.  Fonda,  M.D.,  Ridgewood 

Anesthesiology 

Chairman— Henry  A.  Connolly,  Jr.,  M.D.,  Summit 
Secretary— H.  A.  Ferrari,  M.D.,  Summit 

Orthopedic  Surgery 

Chairman— Bernard  A.  Rineberg,  M.D.,  New  Brunswick 
Secretary— Merle  H.  Katzman,  M.D.,  Tenafly 

Cardiovascular  Diseases 

Chairman— Joel  E.  Cannilla,  M.D.,  Mountain  Lakes 
Secretary— Harry  A.  Roselle,  M.D.,  Englewood 

Otolaryngology 

Chairman— S.  Thomas  Westerman,  M.D.,  Red  Bank 
Secretary— Howard  E.  Hock,  M.D.,  Glen  Ridge 

Chest  Diseases 

Chairman— A.  Marshall  Smith,  Jr.,  M.D., 

New  Brunswick 

Secretary— Albert  Mintzer,  M.D.,  Elizabeth 

Pediatrics 

Chairman— Wesley  Boodish,  M.D.,  Maplewood 
Secretary— Glenn  P.  Lambert,  M.D.,  Flemington 

Clinical  Pathology 

Chairman— Lawrence  Wilkinson,  M.D.,  Ridgewood 
Secretary— Martin  J.  Salwen,  M.D.,  Long  Branch 

Plastic  and  Reconstructive  Surgery 

Chairman— S.  Donald  Malton,  MT).,  Morristown 
Secretary— Ursula  W.  Steinberg,  M.D.,  Plainfield 

Dermatology 

Chairman— Roger  H.  Brodkin,  M.D.,  Irvington 
Secretary— James  T.  Vail,  Jr.,  M.D.,  Summit 

Psychiatry  and  Neurology 

Chairman— Daniel  L.  Goldstein,  M.D.,  Hackensack 
Secretary— Chester  L.  Trent,  M.D.,  Asbury  Park 

Gastroenterology  and  Proctology 

Chairman— Sydney  S.  Pearl,  M.D.,  Elizabeth 
Secretary- Harry  B.  McCluskey,  M.D.,  Short  Hills 

Radiology 

Chairman— David  I.  Kingsley,  M.D.,  Edison 
Secretary— Allan  J.  Scher,  M.D.,  Morristown 

General  Practice 

Chairman— Daniel  N.  Burbank,  M.D.,  Cedar  Grove 
Secretary— Edward  H.  Weiser,  M.D.,  Sussex 

Rheumatism 

Chairman— Walter  Schwarzchild,  M.D.,  Cherry  Hill 
Secretary— Leroy  H.  Hunningliake,  M.D.,  Princeton 

Medicine 

Chairman— David  A.  Gehring,  M.D.,  Woodbury 
Secrei  ary— James  G.  Kehler,  Jr.,  M.D.,  Woodbury 

Surgery 

Chairman— William  P.  Burks,  M.D.,  Princeton 
Secretary— Joseph  Alpert,  M.D.,  Millbum 

Obstetrics  and  Gynecology 

Chairman- Jerome  A.  Dolan,  M.D.,  Paterson 
Secretary— Ralph  H.  Van  Meter,  M.D.,  Moorestown 

Urology 

Chairman— Robert  E.  Fullilove,  Jr.,  M.D.,  Newark 
Secretary— Richard  Fadil,  M.D.,  Passaic 
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MOTION  PICTURE  THEATER 


Saturday,  May  6 
Sunday,  May  7 
Monday,  May  8 


10 

10 


a m. 
a m. 


2 p.m. 
and  2 p.m. 
and  2 p.m. 


Arranged  and  presented  through  the  cooperation  of  Roche  Laboratories, 
Division  of  Hoffmann-LaRoche,  Inc.,  Nutley. 

10:00  a.m.  and  2:00  p.m. 

11:15  a.m.  and  3:15  p.m. 

Differential  Diagnosis  of  Parkinsonism 

Treatment  of  Parkinsonism  with  Levodopa 

E.  Richard  Blonsky,  M.D. 

George  W.  Paulson,  M.D. 

Since  the  introduction  of  potent  chemotherapeutic 
agents  in  the  treatment  of  Parkinson's  disease,  it 
has  become  important  to  differentiate  this  syn- 
drome from  others  which  mimic  it  in  various  ways. 
Typical  Parkinson  patients  are  contrasted  with 
others  who  display  heightened  muscle  tone,  brady- 
kinesia,  or  various  types  of  tremors.  The  features 
which  distinguish  Parkinsonism  are  clearly  em- 
phasized. 

Parkinsonism  is  an  old  disease,  with  major  mani- 
festations of  rigidity,  akinesia,  and  tremor.  This 
film  depicts  these  features  and  briefly  discusses 
the  historical  and  biochemical  impact  and  relevance 
of  Levodopa.  The  side  effects  of  dyskinesia  are 
illustrated  in  one  patient  and  other  major  side 
effects  of  the  medication  are  briefly  reviewed. 

(Presented  through  the  courtesy  of 
Eaton  Laboratories) 

(Presented  through  the  courtesy  of 
Eaton  Laboratories) 

10:15  a.m.  and  2:15  p.m. 

11:30  a.m.  and  3:30  p.m. 

Attorney/Physician-Cooperation  in  the 
Defense  of  Medical  Malpractice  Cases 

Psychiatric  Technics  for  the  Family  Doctor 

Robert  Matthews,  M.D.,  Professor  of  Psychiatry,  Jefferson 
Medical  College,  and  B.  Wheeler  Jenkins,  M.D.,  Philadelphia 

Dr.  Matthews  discusses  the  role  of  the  general 
practitioner  in  treating  neuropsychiatric  patients. 
Dr.  Jenkins,  a generalist,  interviews  three  patients 
with  various  mental  difficulties,  with  written  com- 
ments by  Dr.  Matthews  superimposed. 

The  interaction  which  must  take  place  between  a 
physician  and  his  attorney  when  he  is  being 
threatened  with  a medical  malpractice  suit  is  dem- 
onstrated in  this  film.  To  illustrate  this,  a role- 
playing  situation  is  set  up  based  on  an  actual  mid- 
west case.  Robert  Carter,  who  was  Professor  of 
Pediatrics  at  the  University  of  Iowa  College  of  Medi- 
cine, acts  as  the  physician  being  sued  and  Ronald 
Carlson,  Professor  of  Law,  University  of  Iowa  Col- 
lege of  Law,  portrays  the  attorney. 

(Presented  through  the  courtesy  of 
Ciba  Pharmaceutical  Company) 

(Presented  through  the  courtesy  of 
Roche  Laboratories) 

New  Jersey  Medical  Women's  Association 

Sunday,  May  7,  1972 

11:00  a.m. 

Tower  Room,  Tower  Floor,  Haddon  Hall 

Brunch  Meeting 

Career  Women  — B.P.W.  — 

"Fewer  Flowers  Oftener" 

Mary  Carriero,  Florist 
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Sunday,  May  7 
Monday,  May  8 


ly/^  ^yrnnual  i fleeting 

SCIENTIFIC  PROGRAM 


Scientific  Session 
Sessions 


Scientific  Section  Sessions 


Sunday  Morning,  May  7 

Allergy 

Ofolaryngology 

Pediatrics 

(Cosponsored  by  the  New  Jersey  Allergy  Society, 
the  New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology,  and  the  New  Jersey  Chapter,  Ameri- 
can Academy  of  Pediatrics) 

9:00  a.m.  Symposium  on  Tonsillectomy-Adenoid- 
ectomy  and  Otitis  Media 

Treatment  of  Otitis  Media,  A Statistical 
Study 

GEORGE  HELLER,  M.D.,  Consultant  in 
Pediatrics,  Englewood  Hospital,  Engle- 
wood 

Based  on  a study  of  all  cases  of  otitis  media  in 
children  cared  for  during  four  decades  of  pediatric 
practice,  the  speaker  concludes  that  myringotomy  is 
usually  unnecessary  and  may  be  hazardous,  that 
antibiotic  therapy  is  safe  and  effective,  and  that 
tonsillectomy  is  of  no  preventive  value.  It  is 
doubtful  whether  decongestants,  analgesic  ear 
drops,  or  adenoid  removal  are  helpful.  A rational 
therapeutic  regimen  is  presented. 

Current  Treatment — ^Will  It  Be  Changed 
in  View  of  New  Immunologic  Informa- 
tion? 

WILLIAM  L.  WOOD,  M.D.,  Director,  De- 
partment of  EENT,  Riverview  Hospital, 
Red  Bank,  and  President,  New  Jersey 
Academy  of  Ophthalmology  and  Oto- 
laryngology 

The  careful  selection  of  patients  for  adeno-tonsillec- 
tomy  is  further  complicated  by  consideration  of  the 
allergic  individual. 

The  immunologic  role  of  local  lymphoid  tissue  is 
well  recognized.  However,  bacterial  sensitivity,  to- 
gether with  the  aggravating  effect  of  inf^ion  on 
allergic  reactions,  necessitates  the  eradication  of 
primary  foci  of  infection. 

The  indiscriminate  removal  of  tonsil  and  adenoid 
tissue  is  as  harmful  as  the  absolute  denial  of  the 
benefits  of  surgery.  Guidelines  are  therefore  pre- 
sented for  the  evaluation  of  patients  with  pertinent 
upper  respiratory  problems,  for  It  is  only  through 
judicious  medical  and  surgical  management,  as  a 
total  care  concept,  that  the  patient  will  receive  maxi- 
mum benefit. 


An  Allergic  Appraisal  of  the  Tonsil, 
Adenoid,  and  Otitis  Problems 
MACLYN  CAGAN,  M.D.,  Associate  in 
Pediatric  Allergy,  Saint  Michael’s  Medi- 
cal Center,  Newark,  and  Clinical  Asso- 
ciate Professor,  Pediatrics-Allergy,  New 
York  Medical  College,  New  York 

Symptoms  such  as  rhinorrhea,  cough,  wheeze,  and 
so  on  may  be  due  to  infection  or  allergy  or  both. 
Seasonal  symptoms  may  be  produced  by  perennial 
antigens.  Provocative  testing  for  foods  and  chemi- 
cals may  help  resolve  this  problem.  Recurrence  or 
persistence  of  symptoms  suggests  needs  for  allergic 
appraisal.  Postponement  of  surgical  intervention 
until  allergy  is  excluded  is  emphasized. 

Development,  Diseases,  and  Recon- 
struction of  the  Immunologic  System 
ROBERT  A.  GOOD,  M.D.,  Professor  and 
Chairman,  Department  of  Pathology, 
and  Regents  Professor  of  Pediatrics, 
University  of  Minnesota  Medical 
School,  Minneapolis 

Studies  defining  relations  between  structure  and 
function  in  the  lymphoid  system  have  been  carried 
out  in  our  clinic  and  laboratory  for  30  years.  Inter- 
play between  the  clinic  and  experiments,  in  onto- 
genetic and  phylogenetic  perspective,  has  permitted 
us  to  understand  the  cellular  immunity  system  in 
terms  of  two  separate  immunologic  systems,  T-celf 
and  B-cell.  Primary  genetically  determined  and 
secondary  immunodeficiencies  can  be  incisively 
viewed  in  this  perspective.  Correction  by  thymic 
transplant  of  thymic  deficiency  in  experimental 
animals,  mice  thymic  deficient  on  genetic  basis, 
and  humans  with  DiGeorge  syndrome  has  been 
possible.  Severe  dual  system  immunodeficiencies 
are  correctable  by  transplants  with  marrow  from 
a sibling  donor.  These  efforts,  which  have  included 
switching  blood  type,  represent  the  beginnings  of 
cellular  engineering.  The  immunodeficiencies  asso- 
ciated with  lympfrareticular  malignancies  will  be 
dissected  in  the  same  way. 

11:00  a.m.  Panel  Discussion 

11:30  a.m.  Business  Meeting — Election  of  Officers 

Visit  to  Exhibits 


12:30  p.m.  Luncheon — New  Jersey  Chapter,  Amer- 
ican Academy  of  Pediatrics 

Reservations:  William  C.  Ellis,  M.D. 

279  Third  Avenue 
Long  Branch  07740 


318 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Sunday  Morning,  May  7 

Ophthalmology 

(Cosponsored  by  the  New  Jersey  Academy  of  Oph- 
thalmology and  Otolaryngology) 

9:00  a.m.  Symposium  on  Contemporary  Refrac- 
tion 

Modern  Office  Procedures 
PAUL  L CARMICHAEL,  M.D.,  Associate 
Surgeon,  Wills  Eye  Hospital,  Philadel- 
phia 

From  an  academic  standpoint,  the  subject  of  re- 
fraction involves  knowledge  and  understanding  of 
optical  principles  as  applied  to  the  eye.  In  a busy 
ophthalmologic  practice  it  is  often  not  possible  to 
apply  scientific  principles  as  specifically  as  we  would 
like  to  the  examination.  A scheme  is  offered  to  aid 
the  individual  ophthalmologist  in  the  performance  of 
accurate  retinoscopy  and  manifest  refraction  with 
satisfaction  to  the  patient  and  benefit  to  the 
ophthalmologist. 

Pediatric  Refraction 
DONELSON  R.  MANLEY,  M.D.,  Asso- 
ciate Director,  Department  of  Pediat- 
rics and  Ocular  Motility,  Wills  Eye  Hos- 
pital, and  Associate  Professor  of  Oph- 
thalmology, Temple  University  Health 
Sciences  Center,  Philadelphia 

Summary  not  received 

Management  of  Aphakia 
OWEN  BELMONT,  M.D.,  Associate  Sur- 
geon, Wills  Eye  Hospital,  Philadelphia 

Management  of  aphakia  should  begin  before  opera- 
tion. Visual  efficiency  is  more  than  a number,  and 
some  patients  with  cataracts  are  best  left  alone. 

Aphakes  contend  with  magnification,  faulty  depth 
perception,  constricted  visual  field,  retinal  rivalry 
and  diplopia,  spherical  aberration  and  the  jack-in- 
the-box  phenomenon. 

Aphakic  spectacles  are  thick  and  heavy  and  fitted 
precisely.  Little  margin  for  error  exists  in  lens 
centering.  Aspheric  lenses  reduce  spherical  aberra- 
tion and  widen  visual  field.  Vertex  distance  is  im- 
portant ir>  lenses  stronger  than  5 diopters.  Contact 
lenses  reduce  magnification,  increase  visual  field, 
and  allow  simultaneous  use  of  the  eyes  in  surgical 
aphakia. 

Future  Technics  of  Refraction 
ARAN  SAFIR,  M.D.,  Associate  Professor 
of  Ophthalmology,  Mount  Sinai  School 
of  Medicine,  CUNY,  New  York 

A brief  description  is  given  of  the  appearance  and 
mode  of  operation  of  the  Ophthalmetron.  Typical 
printouts  are  shown.  Results  of  clinical  trials  are 
reported.  These  demonstrate  that  paramedical  tech- 
nicians, trained  to  do  automatic  objective  refraction 
with  the  Ophthalmetron,  can  successfully  perform 
much  of  the  work  of  refraction  of  both  adults  and 
children.  Applications  of  these  technics  to  office 
practice,  health  maintenance  organizations,  and 
mass  vision  screening  programs  are  discussed. 


11:00  a.m.  Panel  Discussion  and  Questions 

Moderator:  BERNARD  C.  GETTES,  M.D., 
Attending  Surgeon  and  President  of 
Medical  Staff,  Wills  Eye  Hospital,  Phila- 
delphia 

11:30  a.m.  Business  Meeting — Election  of  Officers 
Visit  to  Exhibits 


12:30  p.m.  Luncheon — New  Jersey  Academy  of 
Ophthalmology  and  Otolaryngology 

Reservations:  Raymond  E.  Adams,  M.D. 
5 Split  Rock  Drive 
Cherry  Hill  08034 


Sunday,  May  7 (All  Day) 

Medicine 

Cardiovascular  Diseases 
Radiology 

(Cosponsored  by  the  New  Jersey  Chapter,  American 
College  of  Emergency  Physicians;  New  Jersey 
Chapter,  American  College  of  Cardiology;  New 
Jersey  Society  of  Internal  Medicine;  and  New  Jersey 
Chapter,  American  College  of  Physicians) 

9:30  a.m.  Diagnosis  and  Treatment  of  Acute 
Drug  Reactions 

EDVMRD  A.  WOLFSON,  M.D.,  Vice 
Chairman,  Associate  Professor,  and 
Director,  Division  of  Drug  Abuse,  De- 
partment of  Preventive  Medicine  and 
Community  Health,  College  of  Medicine 
and  Dentistry  of  New  Jersey,  Newark 

Rapid  diagnosis  and  effective  treatment  of  acute 
adverse  reactions  to  the  commonly  abused  drugs  is 
dependent  upon  knowledge  of  social  and  pharma- 
cologic factors,  in  addition  to  an  understanding  of 
a practical  clinical  classification  of  the  drugs  and 
the  problems  resulting  from  deceptions  in  the  illicit 
drug  market. 

Crisis  intervention  in  the  drug  scene  primarily  de- 
mands adherence  to  the  A.B.C.'s — maintenance  of 
Airway,  Breathing,  and  Cardiovascular  integrity. 
The  only  specific  antidotes  against  the  commonly 
abused  drugs  are  the  narcotic  antagonists  for 
respiratory  depression;  among  other  presenting 
signs  and  symptoms,  only  convulsions,  arrhythmia, 
and  profound  hypertension,  regardless  of  etiology, 
require  prompt  chemical  Intervention. 
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10:00  a.in.  Emergency  Diagnosis  and  Treatment  of 
Cardiac  Arrhythmias 
BERNARD  L.  SEGAL,  M.D.,  Clinical  As- 
sociate Professor  of  Medicine,  Hahne- 
mann Medical  College,  Philadelphia 

Experiences  gained  through  monitoring  and  man- 
aging patients  in  CCU  have  revolutionized  our 
knowledge  about  the  recognition  and  early  treat- 
ment of  life-threatening  arrhythmia.  The  premature 
ventricular  beat,  salvos  of  PUC’s,  and  multifocal 
PUC’s  may  engender  ventricular  tachycardia.  Anti- 
arrhythmic  agents  or  a combination  of  drugs  are 
useful  in  saving  lives.  Indications  of  pacing  will  be 
discussed  in  the  patient  with  brady  and  tachyarrhy- 
thmias. 

10:30  a.m.  Emergency  Treatment  of  Acute  Chest 
Trauma 

EMIL  A.  NACLERIO,  M.D.,  Department 
of  Surgery,  Harlem  Hospital  Center, 
New  York 

Summary  not  received 

11:00  a.m.  Survival  of  the  Private  Practice  Con- 
cept in  the  Face  of  Prepaid  Health  Care 
LEE  S.  GOLDSMITH,  M.D.,  L.L.B.,  Spe- 
cial Counsel  to  the  Association  of 
Physicians  of  French  and  Polyclinic 
Hospitals,  New  York 

During  the  past  year  12  different  proposals  were 
presented  to  Congress  for  establishment  of  prepaid 
group  practice.  This  legislative  activity  is  based  on 
a widely  held  feeling  that  prepaid  group  practice  is 
the  only  method  of  controlling  medical  care  costs. 

Physicians  will  either  take  the  initiative  in  formulat- 
ing and  innovating  new  programs  or  else  find 
themselves  salaried  employees.  Costs  are  the  focal 
point  while  control  is  the  end  result. 

11:30  a.m.  Business  Meetings — Election  of  Officers 
(Section  on  Medicine;  Section  on  Car- 
diovascular Diseases) 

Visit  to  Exhibits 


12  noon  Joint  Luncheon — New  Jersey  Chapter, 
American  College  of  Cardiology;  New 
Jersey  Society  of  Internal  M^icine; 
and  New  Jersey  Chapter,  American 
College  of  Physicians 

Reservations:  Joel  E.  Cannilla,  M.D. 

6 Hinchman  Avenue 
Denville  07834 


1:00  p.m.  Coronary  Angiography  in  the  Com- 
munity Hospital 

Moderator:  William  Likoff,  M.D.,  Chair- 
man, Postgraduate  Education  Program, 
American  College  of  Cardiology,  Phila- 
delphia 

JEROME  J.  ROLNICK,  M.D.,  Director, 
Cardiopulmonary  Laboratory,  Saint 
Peter’s  General  Hospital,  New  Bruns- 
wick; and  Clinical  Assistant  Professor 
of  Medicine,  Rutgers  Medical  School, 
CMDNJ,  Piscataway 
and 


WILLIAM  A.  SWEENEY,  M.D.,  Director, 
Department  of  Radiology,  Saint  Peter's 
General  Hospital,  New  Brunswick;  and 
Clinical  Assistant  Professor  of  Radi- 
ology, Rutgers  Medical  School,  CMDNJ, 
Piscataway 


The  role  of  the  community  hospital  in  coronary 
angiography  has  been  the  subject  of  considerable 
debate.  Those  who  feel  the  procedure  should  not 
be  done  at  the  community  hospital  level  cite  the 
absence  of  an  open  heart  surgical  team,  mortality 
and  morbidity,  a repetition  of  study,  and  even 
creditability  of  data  when  the  procedure  is  done 
outside  the  larger  medical  centers. 


Data  will  be  presented  here  reviewing  the  three 
years  experience  of  coronary  arteriography  at  St. 
Peter’s  Hospital  in  New  Brunswick.  The  above 
arguments  are  considered  and  challenged  and  the 
usefulness  of  such  a procedure  to  the  community 
and  to  its  practicing  physicians  is  emphasized. 


2:00  p.m.  Surgical  Aspects  of  Coronary  Artery 
Dis0dS0 

VICTOR  PARSONNET,  M.D.,  Director  of 
Surgery,  Newark  Beth  Israel  Medical 
Center,  Newark;  and  Clinical  Professor 
of  Surgery,  College  of  Medicine  and 
Dentistry  of  New  Jersey,  Newark 


Direct  surgery  of  the  coronary  arteries  is  dearly 
indicated  for  certain  types  of  coronary  heart  dis- 
ease, particularly  the  impending  infarction  syn- 
drome, incapacitating  angina,  and  certain  cases  of 
complications  of  myocardial  infarction.  Wide  ac- 
ceptability of  this  technic  has  been  delayed  by  re- 
ports of  vein  graft  closure  in  approximately  20  per 
cent  of  cases.  It  is  probable  that  closure  of  vein 
grafts  is  due  to  poor  selection  of  cases,  faulty 
anastomotic  methods,  and  inadequate  runoff  in 
the  coronary  arteries.  In  the  early  stages,  oblitera- 
tion of  the  vein  due  to  intimal  proliferation  will 
rarely  be  a cause  of  graft  failure.  Clinical  evidence 
for  these  contentions  will  be  demonstrated. 


2:30  p.m.  Complications  of  Cardiovascular  An- 
giography 

RICHARD  J.  R.  BYRNE,  M.D.,  Depart- 
ment of  Radiology,  Morristown  Memo- 
rial Hospital,  Morristown:  and  Assistant 
Professor  of  Radiology,  College  of 
Medicine  and  Dentristry  of  New  Jersey, 
Newark 


A brief  history  and  review  of  current  technics  in 
performing  angiocardiography  will  be  given,  fol- 
lowed by  a discussion  of  complications,  with 
specific  cases  illustrated  by  slides.  Past,  present, 
and  expected  morbidity  and  mortality  rates  will 
be  considered  and  related  to  performance  of  angio- 
cardiography, both  in  referral  centers  and  the  com- 
munity hospital. 

3:00  p.m.  Business  Meeting — Election  of  Officers 
(Section  on  Radiology) 

3:15  p.m.  Annual  Meeting — New  Jersey  Society 
of  Internal  Medicine 

Visit  to  Exhibits 
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Sunday  Afternoon,  May  7 


Sunday  Afternoon,  May  7 


Anesthesiology  Psychiatry  and  Neurology 

(Cosponsored  by  the  New  Jersey  State  Society  of  (Cosponsored  by  the  New  Jersey  Neuropsychiatric 
Anesthesiologists)  Association  and  the  New  Jersey  Psychoanalytic  So- 

ciety) 


12  noon  Luncheon — New  Jersey  State  Society 
of  Anesthesiologists 

Reservations:  NJSSA 

Atttention:  Miss  Palma 
180  East  21st  Street 
Paterson  07513 


1:00  p.m.  Current  Concepts  in  Acute  and  Chronic 
Respiratory  Care 

Moderator:  HENRY  A.  CONNOLLY,  JR., 
M.D.,  Chief  of  Anesthesiology,  Overlook 
Hospital,  Summit 

Panelists:  STEPHEN  M.  AYRES,  M.D., 
Director,  Cardiopulmonary  Department, 
Saint  Vincent’s  Hospital;  and  Associate 
Professor  of  Clinical  Medicine,  NYU 
School  of  Medicine,  New  York 
and 

JOHN  HEDLEY-WHYTE,  M.D.,  Anesthe- 
tist-in-Chief,  Beth-lsrael  Hospital,  Bos- 
ton 

Acute  respiratory  failure  may  result  from  exacerba- 
tion of  chronic  airway  obstructive  disease  or  from 
some  acute  process  occurring  in  a patient  with  pre- 
viously normal  lungs  or  with  mild  respiratory  dis- 
ease. Patients  with  chronic  airway  obstructive  dis- 
ease are  frequently  adapted  to  low-oxygen  and  high- 
carbon  dioxide  tensions.  In  contrast,  rapid  changes 
in  oxygen  tension  and  acid-base  balance  develop  in 
patients  with  acute  respiratory  failure  and  previously 
normal  lungs.  Acute  respiratory  failure  with  pre- 
viously normal  lungs  is  best  termed  “nonobstruc- 
tive respiratory  failure”  or  the  "stiff-lung”  syn- 
drome. Treatment  for  all  varieties  of  respiratory 
failure  involves  correction  of  respiratory  gases  by 
either  oxygen  administration  or  ventilatory  as- 
sistance. Metabolic  abnormalities  must  be  cor- 
rected by  appropriate  technics. 

2:30  p.m.  Discussion — Discusser:  HERBERT  A. 

FERRARI,  M.D.,  Director,  Department 
of  Anesthesiology,  Jersey  City  Medical 
Center,  Jersey  City 

3:00  p.m.  Business  Meeting — Election  of  Officers 
Visit  to  Exhibits 


Visit  The  Exhibits 

Informational 

Scientific 

Technical 


1:00  p.m.  Symposium:  The  Interface  Between 
Psychiatry  and  Other  Branches  of 
M^icine 

Severe  Depression  Resembling  Severe 
Physical  Illness 

ARNALDO  APOLITO,  M.D.,  Clinical  As- 
sistant, The  Mountainside  Hospital, 
Montclair:  and  Assistant  Clinical  Pro- 
fessor of  Psychiatry,  College  of  Medi- 
cine and  Dentistry  of  New  Jersey, 
Newark 

Psychotic  depression  is  easily  recognized  when  it 
occurs  in  young  people  and  when  a definite  mood 
of  profound  sadness  is  apparent.  However,  in  mid- 
dle age,  it  may  happen  that  the  secondary  symp- 
toms of  psychotic  depression  are  so  outstanding 
and  the  patient  appears  so  ill  physically,  that  the 
change  of  mood  is  either  not  detectable  or  over- 
looked. Profound  physical  debilitation  and  infec- 
tion, severe  cloudiness  of  the  sensorium,  or  semi- 
comatose  states  may  suggest  a variety  of  organic 
diseases.  Clinical  cases  are  described  and  a psy- 
cho-physiologic mechanism  of  these  syndromes  is 
suggested. 

The  Psychological  Impact  of  Coronary 
Care  Units 

WILLIAM  A.  LAYMAN,  M.D.,  Assistant 
Attending  Psychiatrist,  Hackensack 
Hospital,  Hackensack;  and  Associate 
Professor  of  Psychiatry,  College  of 
Medicine  and  Dentistry  of  New  Jersey, 
Newark 

The  psychological  impact  of  a myocardial  infarction 
and  specific  treatment  in  a Coronary  Care  Unit  is  a 
major  concern  and  has  many  facets. 

This  paper,  by  means  of  personal  experience,  di- 
rect observation,  and  review  of  the  literature,  dis- 
cusses this  psychic  trauma  and  the  various  ways 
in  which  the  Coronary  Care  Unit  contributes  to  or 
interferes  with  the  patient's  emotional  rehabilita- 
tion. 

Lag  in  Physical  Development  In  Ado- 
lescence, Secondary  to  Psychological 
Conflict 

HOWARD  H.  SCHLOSSMAN,  M.D.,  De- 
partment of  Psychiatry,  Hackensack 
Hospital,  Hackensack:  and  Associate 
Clinical  Professor,  Albert  Einstein  Col- 
lege of  Medicine,  New  York 

The  major  psychological  conflict  in  adolescence  is 
concerned  with  identity.  The  rapid  physiologic  and 
anatomic  changes  disturb  the  body  image  repre- 
sentation with  the  ego  and  provoke  a sense  of 
danger.  In  some  the  emotional  response  to  this 
anxiety  can  delay  growth  and  maturation.  A theory 
is  offered  to  explain  lowering  of  hormonal  output 
in  these  adolescents. 

2:30  p.m.  Discussion 

3:00  p.m.  Business  Meeting — Election  of  Officers 
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Sunday  Afternoon,  May  7 

Urology 

1:00  p.m.  Vasectomy — Survey  and  Symposium 
RICHARD  FADIL,  M.D.,  Clinical  Assist- 
ant, College  of  Medicine  and  Dentistry 
of  New  Jersey,  Newark 

Summary  not  received 

Motion  Picture  on  Vasectomy  Technic 

Psychiatric  Commentary 
LOUIS  J.  TSAVARIS,  M.D.,  Assistant 
Professor,  Department  of  Psychiatry, 
College  of  Medicine  and  Dentistry  of 
New  Jersey,  Newark 

Summary  not  received 

2:30  p.m.  Discussion 

3:00  p.m.  Business  Meeting — Election  of  Officers 
Visit  to  Exhibits 


Monday  Morning,  May  8 

Chest  Diseases 
Clinical  Pathology 

(Cosponsored  by  the  New  Jersey  Society  of  Pathol- 
ogists and  the  New  Jersey  Chapter,  American  Col- 
lege of  Chest  Physicians) 

9:30  a.m.  Symposium  on  Granulomatous  Disease 
of  the  Lung 

Biopsy  Procedures 

PHILIP  J.  KUNDERMAN,  M.D.,  Chief, 
Thoracic  and  Cardiac  Surgical  Service, 
Middlesex  General  Hospital,  New 
Brunswick 

Accurate  identification  of  the  nature  of  a granulo- 
matous lesion  of  the  lung  is  frequently  extremely 
important  in  determining  treatment  and  prognosis. 
To  this  end,  the_  surgeon  is  often  called  upon  to 
establish  a definitive  diagnosis  by  submitting  sus- 
picious tissue  to  the  discriminating  eye  of  the 
pathologist.  Three  principle  methods  are  us^: 
bronchoscopy,  mediastinoscopy,  and  thoracotomy. 
The  indications  for  and  description  of  these  pro- 
cedures will  be  reviewed. 

Clinical  Aspects 

IRVING  J.  SELIKOFF,  M.D.,  Professor 
and  Chairman,  Division  of  Environ- 
mental Medicine  (Department  of  Com- 
munity Medicine),  Mount  Sinai  School 
of  Medicine,  CUNY,  New  York 

Summary  not  received 


Histopathology 

EDWARD  WAGMAN,  M.D.,  Director  of 
Laboratories,  Bergen  Pines  Hospital, 
Paramus;  and  Assistant  Clinical  Pro- 
fessor of  Pathology,  School  of  Dentist- 
ry, Fairleigh  Dickinson  University,  Tea- 
neck 

This  paper  will  concern  itself  with  a discussion  of 
the  various  histopathologic  responses  in  granulo- 
matous diseases  of  the  chest.  There  are  approxi- 
mately fifty  such  disorders  found  in  association 
with  infection,  foreign  bodies,  hypersensitivity  reac- 
tions, and  neoplasm.  The  cause  is  unknown  in 
some.  The  tissue  reactions  resulting  from  different 
agents  may  be  identical.  One  micro-onganism  can 
cause  dissimilar  responses.  Emphasis  wiH  be  placed 
on  methods  to  identify  these  agents  so  that  defini- 
tive diagnoses  can  be  made.  Cases  demonstrating 
the  various  histologic  patterns  will  be  presented. 

11:00  a.m.  Panel  Discussion 

Moderators:  A.  MARSHALL  SMITH,  JR., 
M.D.,  Chairman,  Section  on  Chest 
Diseases; 

and 

LAWRENCE  WILKINSON,  M.D.,  Chair- 
man, Section  on  Clinical  Pathology 

11:30  a.m.  Business  Meeting — Election  of  Officers 

Visit  to  Exhibits 


12  noon  Luncheon — New  Jersey  Chapter,  Amer- 
ican College  of  Chest  Physicians  (An- 
nual Selman  A.  Waksman  Lecture) 

Reservations:  A.  Marshall  Smith,  Jr., 
M.D. 

374  Livingston  Avenue 
New  Brunswick  08902 


Monday  Morning,  May  8 

Dermatology 
Plastic  and 

Reconstructive  Surgery 

(Cosponsored  by  the  New  Jersey  Society  of  Plastic 
and  Reconstructive  Surgeons) 

9:30  a.m.  Surgical  Treatment  of  Baldness  by  Hair 
Transplantation 

ROBERT  AUERBACH,  M.D.,  Associate 
Professor,  Skin  and  Cancer  Unit,  New 
York  University  School  of  Medicine, 
New  York 

The  success  of  hair  transplantation  depends  on 
the  principle  that  hair  follicles  moved  from  their 
original  location  on  the  body  to  another  area  will 
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grow.  In  addition  to  ordinary  male  pattern  bald- 
ness, less  common  types  of  hair  loss  resulting  from 
scars,  burns,  radiation,  and  systemic  diseases  can 
be  improved  with  hair  transplants.  This  applies  not 
only  to  scalp  hair  but  to  eyebrows.  The  procedure 
is  done  with  a local  anesthetic  and  consists  of 
moving  4 millimeter  composite  grafts  of  skin  from 
the  donor  area  in  the  posterior  scalp  to  the  re- 
cipient area.  In  two  to  four  months  hair  begins 
to  grow  and  lasts  a lifetime. 

10:00  a.m.  Hair  Transplantation  by  Strip  Grafts 

MERTON  L.  GRISWOLD,  M.D.,  Attend- 
ing Plastic  Surgen,  Muhlenberg  Hos- 
pital, Plainfield 
and 

CHARLES  P.  VALLIS,  M.D.,  Instructor 
in  Plastic  Surgety,  Tufts  University;  and 
Attending  Plastic  Surgeon,  Union  Hos- 
pital, Lynn,  Massachusetts 

There  are  certain  patients  who  desire  a heavier 
implantation  of  hair  in  the  upper  forehead  than  can 
be  achieved  with  punch  grafts  alone.  For  this  type 
of  baldness,  strip  grafts  taken  from  the  occipital 
area  make  a more  satisfactory  hairline.  Strip  grafts 
by  themselves  make  an  uneven  hair  pattern  for 
extensive  bald  areas  and  should  be  used  only  as  a 
stage  in  operative  procedures  for  hair  transplanta- 
tion of  the  scalp. 

10:30  a.m.  Dermatological  Treatment  of  Basal 
Cell  Carcinoma 

GEORGE  L.  POPKIN,  M.D.,  Professor 
of  Clinical  Dermatology,  New  York 
University  School  of  Medicine,  New 
York 

Summary  not  received 

11:00  a.m.  Surgical  Approach  to  Basal  Cell  Car- 
cinoma 

JOHN  J.  BOWE,  M.D.,  Attending  Sur- 
geon (Plastic),  St.  Joseph’s  Hospital, 
Paterson 

The  basal  cell  carcinoma  is  the  most  frequently 
encountered  skin  neoplasm.  While  distribution  over 
broad  areas  of  the  body  are  encountered,  the  great- 
est concentration  of  tumors  has  been  found  on  the 
head  and  neck. 

The  approach  to  surgical  cure  of  basal  cell  carci- 
noma is  outlined.  The  philosophy  of  surgical  re- 
moval is  stressed  and  the  benefit  of  careful  study 
of  the  removed  specimen  by  surgical  pathology 
emphasized. 

The  plastic  surgical  repair  of  operative  defects  is 
illustrated  and  in  most  cases  this  can  be  effected 
at  the  time  of  tumor  extirpation. 

11:30  p.m.  Business  Meeting — Election  of  Officers 

Visit  to  Exhibits 


12:30  p.m.  Luncheon — New  Jersey  Society  of  Plas- 
tic and  Reconstructive  Surgeons 

Reservations:  Edward  N.  Ludin,  M.D. 

State  Highway  70  at 
Madison  Avenue 
Cherry  Hill  08034 


Monday,  May  8 (All  Day) 

Obstetrics  and  Gynecology 

(Cosponsored  by  New  Jersey  Obstetrical  and  Gyne- 
cological Society) 


NOTE:  25th  Anniversary  Banquet,  New  Jersey 
Obstetrical  and  Gynecological  Society 
will  be  held  on  Sunday,  May  7,  at  8:00 
p.m. 

Guest  Speaker:  Honorable  Lawrence  F. 

Kramer,  Commis- 
sioner, Department  of 
Community  Affairs, 
State  of  New  Jersey 

Reservations:  B.  Frank  Lovett,  M.D. 

Cooper  Parkway  Bldg. 
Pennsauken  08110 


Moderator:  JEROME  A.  DOLAN,  M.D.,  Chairman, 
Section  on  Obstetrics  and  Gynecology; 
and  Director,  Department  of  Obstet- 
rics and  Gynecology,  St.  Joseph’s 
Hospital,  Paterson 

9:00  a.m.  The  Impact  of  Cytologic  Screening 

ALBERT  A.  PINEDA,  M.D.,  Adjunct  At- 
tending, Department  of  Obstetrics  and 
Gynecology,  St.  Joseph’s  Hospital,  Pat- 
erson; and  Clinical  Assistant  Professor, 
Obstetrics  and  Gynecology,  New  York 
Medical  College-Metropolitan  Hospital 
Center,  New  York 

With  support  of  the  New  York  City  Department  of 
Health  and  the  United  States  Public  Health  Seiyice, 
a cervical  cancer  detection  program  was  initiated 
at  the  New  York  Medical  College — Metropolitan 
Hospital  Center  in  1960.  A hospital  provides  an  ex- 
cellent environment  for  early  diagnosis  of  cervical 
cancer.  Every  female  patient  should  receive  a pel- 
vic examination  with  cytologic  screening  and  this 
can  be  done  without  undue  patient  suspicion  or 
anxiety,  particularly  in  a prenatal  clinic.  Our  screen- 
ing has  led  to  improvement  in  the  diagnosis  of 
cervical  neoplasia,  which  has  had  major  impact  on 
our  oncology  program.  Since  onset  of  our  study  in 
1960,  there  has  been  a definite  increase  in  the 
number  of  reported  cases  of  cervical  cancer. 

Cervical  cancer  control  programs  have  been  directly 
responsible  for  the  increase  of  cases  detected.  Of 
equal  prognostic  importance  is  the  earlier  stage  of 
detection.  Prior  to  this  program,  most  of  the 
patients  had  an  invasive  lesion. 

In  the  latter  part  of  1965,  after  we  expanded  our 
case  detection  by  the  screening  of  every  female 
admitted  to  the  other  services  of  the  hospital, 
there  was  a further  increase  in  Stage  0 and  Stage  1 
admissions  to  our  tumor  service.  Review  of  our 
records  showed  a definite  increase  in  number  of 
patients  admitted  with  diagnosis  of  cervical  cancer 
but  did  not  reflect  any  change  on  the  admission 
rate  of  patients  with  ovarian,  vulval,  or  vaginal 
cancers. 

We  have  a multi-disciplinary  tumor  service — gen- 
eral surgery,  gynecology,  urology,  and  radiotherapy. 
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This  has  not  only  improved  our  ability  to  treat  the 
increasing  number  of  patients  but  also  has  re- 
sulted in  a comprehensive  training  program. 

Since  1960,  subsequent  to  the  formation  of  our 
comprehensive  cytological  screening  program,  ex- 
perience has  shown  that  there  has  been  a marked 
increase  in  the  number  of  patients  and  also  a 
decided  shift  to  the  in-situ  lesions. 

9:45  a.m.  What’s  New  in  Infertility? 

S.  JAN  BEHRMAN,  M.D.,  Professor  of 
Obstetrics  and  Gynecology  and  Direc- 
tor, Center  for  Research  in  Reproduc- 
tive Biology,  University  of  Michigan 
Medical  Center,  Ann  Arbor 

Perhaps  the  most  significant  areas  of  improvement 
and  potential  therapeutic  benefit  in  the  manage- 
ment of  cases  of  infertility  could  be  classified  into: 
(1)  diagnosis  of  cervical  mucus  and  immunologic 
factors;  (2)  newer  methods  of  detection  of  ovula- 
tion with  variations  of  induction  of  ovulation;  (3) 
the  freeze  preservation  of  human  sperm  for  arti- 
ficial insemination;  and  (4)  laparoscopic  technics 
for  diagnosis  and  treatment  of  problems  of  in- 
fertility. These  will  all  be  discussed  and  highlighted 
with  a short  fifteen  minute  film  on  the  "Laparo- 
scope.” 

10:30  a.m.  Coffee  Break 

10:45  a.m.  What’s  Ahead  in  Fetal  Monitoring? 

MORTIMER  G.  ROSEN,  M.D.,  Associate 
Professor  and  Director  of  Research, 
Department  of  Obstetrics  and  Gynecol- 
ogy, University  of  Rochester  School  of 
Medicine,  Rochester 

Fetal  monitoring  of  the  heart  rate  and  maternal  In 
utero  pressure  has  become  a part  of  the  physician’s 
armamentarium  in  the  management  of  "at  risk” 
fetuses  during  labor.  There  is  still  a great  deal  of 
confusion  in  the  interpretation  of  these  findings. 
Purpose  of  this  discussion  is  to  point  out  the 
present  state  of  the  art  and  some  of  the  new  di- 
rections it  must  take  to  allow  the  obstetrician  to 
make  meariingful  clinical  decisions  in  the  manage- 
ment of  his  patient.  Material  relating  to  second 
generation  computers,  fetal  electroencephalography, 
and  infant  developmental  studies  will  be  presented. 

11:30  a.m.  Business  Meeting — Election  of  Officers 

Visit  to  Exhibits 


12  noon  Joint  Luncheon — New  Jersey  Obste- 
trical and  Gynecological  Society  and 
MSNJ’s  Section  on  Obstetrics  and 
Gynecology 

Reservations:  B.  Frank  Lovett,  M.D. 

Cooper  Parkway  Building 
Pennsauken  08110 


Moderator: 

LEOPOLD  E.  THRON,  M.D.,  President, 
New  Jersey  Obstetrical  and  Gyneco- 
logical Society 


1:30  p.m.  Stress  Urinary  Incontinence 

C.  PAUL  HODGKINSON,  M.D.,  Chair- 
man, Department  of  Gynecology-Obste- 
trics, Henry  Ford  Hospital,  Detroit 


Stress  urinary  incontinence  is  the  involuntary  loss 
of  urine  through  the  intact  urethra  as  the  result  of 
a sudden  increase  in  intra-abdominal  pressure.  Dif- 
ferential diagnosis  includes  the  loss  of  urine  as  the 
result  of  involuntary  voiding  from  detrusor  dys- 
synergia,  as  well  as  incontinence  of  overflow  and 
urgency  incontinence.  In  this  discussion  the  physi- 
ology of  normal  urethrovesical  control  in  the  human 
female  will  be  reviewed  briefly.  The  urethrovesical 
relationships  of  stress  urinary  incontinence  and  the 
alterations  effected  by  various  operations  will  be 
demonstrated.  Finally,  reasons  for  operative  failure 
will  be  reviewed. 


2:15  p.m.  Endometriosis:  Medical  Versus  Surgical 
Management 

H.  L.  RIVA,  M.D.,  Professor  of  Obste- 
trics and  Gynecology,  College  of  Med- 
icine and  Dentistry  of  New  Jersey, 
Newark. 

Summary  not  received 


3:00  p.m.  The  Great  Debate:  Fathers  in  the  De- 
livery Room 

Affirmative:  GERALD  S.  BARAD,  M.D., 
Director,  Obstetrics  and  Gynecology, 
Hunterdon  Medical  Center,  Flemington 

Summary  not  received 


Negative:  EDWARD  FOORD,  M.D.,  Di- 
rector, Obstetrics  and  Gynecology, 
Burlington  County  Memorial  Hospital, 
Mount  Holly 

Summary  not  received 


3:45  p.m.  Business  Meeting — New  Jersey  Obste- 
trical and  Gynecological  Society 


Visit  to  Exhibits 


Monday  Morning,  May  8 

Orthopaedic  Surgery 

(Cosponsored  by  New  Jersey  Orthopaedic  Society) 


9:30  a.m.  Experience  with  Total  Hip  Replace- 
ment Using  Methyl  Methacrylate  Ce- 
ment at  a General  Community  Hospital 
SAUL  I.  FIRTEL,  M.D.,  Attending  in 
Orthopaedic  Surgery,  Saint  Barnabas 
Medical  Center,  Livingston 


Summary  not  received 
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10:00  a.m.  Palliative  Use  of  Cryosurgery  fer  Meta- 
static Disease  of  Bone 
FRANKLIN  S.  O’ROURKE,  M.D.,  Attend- 
ing in  Orthopaedic  Surgeiy,  Saint 
Barnabas  Medical  Center,  Livingston 

Freezing  by  either  direct  application  of  iiquid  nitro- 
gen or  by  intermeduliary  probe-guided  use  has  been 
used  to  relieve  pain  and  locally  destroy  metastatic 
and  inoperable  primary  bone  tumors.  Although  not 
meant  to  be  a cure,  local  pain  has  been  relieved 
and  all  pathologic  fractures  have  gone  into  healing. 
Certain  immunologic  aspects  as  well  as  technics  are 
discussed. 

10:30  a.m.  Coffee  Break 

11:00  a.m.  Affiliated  Orthopaedic  Resident  Training 
Programs  in  New  Jersey 
ANTHONY  F.  DEPALMA,  M.D.,  Professor 
and  Chairman,  Division  of  Orthopaedic 
Surgery,  College  of  Medicine  and 
Dentistry  of  New  Jersey,  Newark 

Summary  not  received 

11:30  a.m.  Business  Meeting — Election  of  Officers 
Visit  to  Exhibits 


12  noon  Luncheon  — New  Jersey  Orthopaedic 
Society 

Reservations;  Saul  I.  Firtel,  M.D. 

Saint  Barnabas  Medical 
Center 

Livingston  07039 


Monday  Morning,  May  8 

Surgery 

(Cosponsored  by  New  Jersey  Chapter,  American 
College  of  Surgeons,  College  of  Medicine  and  Den- 
tistry of  New  Jersey,  Newark;  Rutgers  Medical 
School,  New  Brunswick;  and  the  Academy  of  Medi- 
cine of  New  Jersey,  Newark) 

8:30  a.m.  Registration  and  Coffee 

9:00  a.m.  Welcoming  Remarks 

WILLIAM  P.  BURKS,  M.D.,  Chairman, 
MSNJ's  Section  on  Surgery 

9:05  a.m.  Introductory  Remarks 

BENJAMIN  F.  RUSH,  JR.,  M.D.,  John- 
son and  Johnson  Professor  of  Surgery, 
and  Chairman,  Department  of  Surgery, 
College  of  Medicine  and  Dentistry  of 
New  Jersey,  Newark 

9:10  a.m.  Presentation  of  Results  of  Question- 
naire 

ERIC  J.  LAZARO,  M.D.,  Professor  of 
Surgery,  College  of  Medicine  and  Den- 
tistry, Newark 


9:15  a.m.  A Medical  View  of  Surgical  Lesions  of 
the  Pancreas 

EDDY  D.  PALMER,  M.D.,  Professor  of 
Medicine,  College  of  Medicine  and  Den- 
tistry of  New  Jersey,  Newark 

Medical  attitudes  toward  the  more  serious  diseases 
of  the  pancreas  have  not  changed  materially  in 
many  years.  The  internist  continues  to  find  the 
pancreas  the  most  inapproachable  of  abdominal 
organs.  Management  of  acute  pancreatitis  con- 
tinues to  be  rather  routine  and  unimaginative.  For 
chronic  pancreatitis,  supplementation  of  the  de- 
ficiencies plus  efforts  to  manage  the  pain  seem  to 
exhaust  the  therapeutic  possibilities.  The  internist 
is  frightened  to  find  that  carcinoma  of  the  pancreas 
is  showing  a spectacular  increase  in  prevalence, 
and  yet  the  therapeutic  possibilities  continue  to  be 
dismal.  The  internist  is  afraid  that  the  surgeon  has 
little  more  to  offer  the  patient  with  serious  pan- 
creatic disease  than  does  the  internist. 

10:00  a.m.  Surgical  Management  of  Pancreatitis 

GEORGE  L.  NARDI,  M.D.,  Clinical  As- 
sociate Professor  of  Surgery,  Harvard 
Medical  School,  Boston 

A critical  review  of  the  management  of  acute 
pancreatitis  with  emphasis  on  unusual  manifesta- 
tions of  this  disease  and  more  aggressive  surgical 
measures  will  be  presented.  Discussion  of  man- 
agement will  consider  the  role  of  endocrine  changes, 
anti-enzymes,  and  surgical  therapy.  Other  as- 
pects of  this  disease  including  heredity,  hyper- 
lipemia, and  trauma  will  be  considered. 

10:30  a.m.  Coffee  Break 

10:45  a.m.  Benign  and  Malignant  Tumors  of  the 
Pdficr03S 

KENNETH  W.  WARREN,  M.D.,  Chief 
Consultant  in  Surgery,  Lahey  Clinic, 
Boston 

There  is  continuing  controversy  regarding  the  sur- 
gical management  of  periampullary  carcinoma  and, 
to  a lesser  degree,  the  management  of  benign  tu- 
mors of  the  head  of  the  pancreas  in  the  periam- 
pullary area.  The  pessimism  in  the  literature  with 
respect  to  this  surgical  problem  is  based  primarily 
upon  inexperience.  In  a few  centers  sufficient  ex- 
perience has  been  accumulated  to  bring  this  readily 
into  focus.  The  discussion  will  be  devoted  to  this 
question. 

11:15  a.m.  Panel  Discussion  on  Lesions  of  the 
Pancreas 

Panelists; 

GEORGE  L.  NARDI.  M.D. 

EDDY  D.  PALMER,  M D. 

KENNETH  W.  WARREN,  M.D. 

SAMUEL  DIENER,  M.D. 

11:30  a.m.  Business  Meeting — Election  of  Officers 
Visit  to  Exhibits 


12:30  p.m.  Luncheon  — Cosponsoring  Organiza- 
tions 

Reservations:  Eric  J.  Lazaro,  M.D. 

Harrison  S.  Martland 
Hospital 

65  Bergen  Street 
Newark  07107 
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Monday  afternoon,  May  8 


Gastroenterology 
and  Proctology 
General  Practice 


(Cosponsored  by  New  Jersey  Academy  of  Family 
Physicians  and  New  Jersey  Proctologic  Society) 

1:00  p.m.  Office  Treatment  of  Common,  Painful 
Anorectal  Problems 

DAVE  B.  SWERDLOW,  M.D.,  Section  of 
Colon  and  Rectal  Surgery,  The  Moun- 
tainside Hospital,  Montclair 

Anorectal  problems  occur  frequently.  This  area  is 
very  sensitive  so  that  pain  and  discomfort  can  be 
incapacitating.  Rapid,  effective  relief  from  these 
disorders  can  be  accomplished  simply  with  a mini- 
mum of  equipment.  Office  treatments  allow  the 
patients  relief  of  symptoms,  and  a more  rapid  re- 
turn to  normal  activities.  If  further  treatment  is  in- 
dicated, it  can  be  accomplished  electively  at  a more 
convenient  time. 

Thrombosed  external  hemorrhoid,  thrombosed  in- 
ternal hemorrhoid,  peri-anal  abscess,  pilonidal  cyst 
abscess,  and  fissure  in  ano  will  be  presented.  Their 
emergency  office  treatment  will  be  suggested. 

Further  definitive  surgery  will  be  suggested  where 
appropriate  indications  are  present. 

1:30  p.m.  The  Dying  Patient  (dying  in  the  sense 
of  upper  Gl  catastrophy) 

VICTOR  W.  GROISSER,  M.D.,  Director, 
Department  of  Gastroenterology,  The 
Mountainside  Hospital,  Montclair;  and 
Professor  of  Clinical  Medicine,  College 
of  Medicine  and  Dentistry  of  New  Jer- 
sey, Newark 

Summary  not  received 

2:00  p.m.  Current  Concepts  in  the  Surgical  Man- 
agement of  Bleeding  Diverticuiitis 

BENJAMIN  H.  SCHATMAN,  M.D.,  As- 
sociate Attending  in  Proctology,  Saint 
Barnabas  Medical  Center,  Livingston; 
and  Assistant  Professor  of  Surgery, 
College  of  Medicine  and  Dentistry  of 
New  Jersey,  Newark 

Summary  not  received 

2:30  p.m.  Discussion 

3:00  p.m.  Business  Meeting — Eiection  of  Officers 


Monday  afternoon,  May  8 

Rheumafism 


1:00  p.m.  Symposium  on  Arthritis 

Juvenile  Rheumatoid  Arthritis 

JOSEPH  MARCHESANO,  M.D.,  Director 
of  Rheumatology,  College  of  Medicine 
and  Dentristry  of  New  Jersey,  Newark; 
and  Director,  Arthritis  Diagnostic  Sec- 
tion, Children’s  Specialize  Hospital, 
Westfield 

Summary  not  received 

Arthritis  as  a Manifestation  of  Various 
Disease  States 

SHELDON  D.  SOLOMON,  M.D.,  Co- 
Director,  Rheumatology  Clinic,  The 
Cooper  Hospital,  Camden 

Arthritis  and  musculoskeletal  complaints  are  often 
the  reason  for  patients  first  seeking  the  advice  of 
their  physician.  Frequently,  however,  their  com- 
plaints reflect  disorders  primarily  of  other  systems 
— hemotologic,  endocrinologic,  dermatologic,  and 
so  on.  These  disorders  often  have  distinct  pat- 
terns of  arthritis  coupled  with  extra-rheumatic 
symptoms.  By  defining  the  patterns  that  these 
disorders  present,  the  clinician  will  more  easily  be 
able  to  determine  the  underlying  cause.  Examples 
will  be  discussed.  It  is  no  longer  enough  to  inform 
the  patient  that  he  has  arthritis  and  "should  learn 
to  live  with  it.” 

Orthopedic  Surgery  for  the  Arthritic 
Patient 

HENRY  H.  SHERK,  M.D.,  Chief  of 
Orthopedics,  The  Cooper  Hospital, 
Camden;  and  Assistant  Professor  of 
Orthopedics,  The  University  of  Penn- 
sylvania Medical  School  and  Hospital, 
Philadelphia 

If  the  rheumatologist  decides  that  his  patient  is 
not  improving  satisfactorily  with  the  medications 
and  physical  therapeutic  measures  available,  he 
may  elect  to  supplement  his  program  with  sur- 
gery. The  operations  that  are  applicable  to  such 
a circumstance  are:  (1)  synovectomy,  (2)  artho- 
plasty,  (3)  osteotomy,  and  (4)  fusion. 

The  selection  of  the  procedure  depends  on  (1) 
the  state  of  the  disease — early  versus  late,  (2) 
the  extent  of  the  disease — ^the  number  of  joints 
involved  and  the  combination  of  involvement,  and 
(3)  the  goals  of  treatment  ranging  from  slight 
functional  improvement  in  a wheel  chair  patient 
to  restoration  to  a full  active  life. 

3:15  p.m.  Business  Meeting — Election  of  Officers 


VISIT  THE  EXHIBITS 
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INFORMATIONAL  EXHIBITS 

Saturday,  May  6 — 12  noon  to  5 p.m. 

Sunday,  May  7 — 9 a.m.  to  5 p.m. 

Monday,  May  8 — 8:30  a.m.  to  5 p.m. 


Children’s  Seashore  House 

Atlantic  City 

Children's  Seashore  House  is  dedicated  to  short 
term,  intensive  rehabilitation  of  children  with  phy- 
sical handicaps  and  chronic  illness.  This  is  the 
oldest  institution  of  its  kind  in  the  United  States 
(1872-3).  We  emphasize  the  total  approach  to  the 
child,  his  or  her  family,  and  environment.  Toward 
this  end  we  have,  as  part  of  our  team,  physicians, 
consultants,  nursing-child  care,  play  therapist, 
school  teachers,  speech,  physical,  and  occupa- 
tional therapists,  clinical  psychologists,  and  psy- 
chiatrists. Details  will  be  shown  in  our  exhibit 
slide  presentation  at  the  booth. 


Dairy  Council  of  Northern  New  Jersey 
A Day  of  Growth 

East  Orange 

“A  Day  of  Growth”  depicts  various  health  routines 
throughout  the  day.  Shown  are  washing,  eating, 
playing,  and  sleeping.  By  putting  emphasis  on  eat- 
ing a variety  of  foods,  mental  and  physical  stimu- 
lation, social  interaction,  and  emotional  well-being, 
the  exhibit  encourages  healthy  living  habits. 


Environmental  Health 

MSNJ’s  Special  Committee  on  Environmental  Health 

The  exhibit  will  consist  of  film  strips,  photos,  and 
posters  dealing  with  environmental  health. 


The  Family  Practice  Residency  Program  at 
Hunterdon  Medical  Center 

Flemlngton 

Here  is  a narrative  history  of  Hunterdon  Medical 
Center  and  a list  of  graduates  of  the  training  pro- 
gram, with  their  current  status.  Included  is  a pic- 
torial history  of  training  programs  for  family  practice 
at  Hunterdon  Medical  Center  since  1953.  A map 
of  Hunterdon  County  is  shown  with  a picture  of 
the  hospital,  satellite  centers,  and  family  doctors’ 
offices  superimposed.  The  theme  is  that  educa- 
tion for  residents  and  continuing  education  for 
MD’s  has  an  interface  at  the  hospital. 

Health  Maintenance  Organizations:  Con- 
cepts, Development,  and  Function 

New  Jersey  State  Department  of  Health,  Trenton 

The  purpose  of  this  display  is  to  inform  physicians 
as  to  the  nature,  function,  and  development  of  a 


technic  for  prepaid  group  medical  practice.  The 
exhibit  will  show  the  principles  of  organization  and 
operation,  including  start-up  costs  and  legal  im- 
plications. The  conclusions  are  that  delivery  of 
health  care  by  this  method  deserves  careful  con- 
sideration by  all  physicians. 


Infectious  Disease  Services  for  the  Practi- 
tioner 

Saint  Michael's  Medical  Center,  Newark 

The  purpose  of  this  exhibit  is  to  familiarize  the 
busy  practitioner  with  the  free  information  service 
on  antibiotics,  vaccines,  and  special  infectious 
disease  problems.  This  is  an  information  phone 
service  which  has  been  in  existence  for  the  past 
seven  years  for  physicians  of  New  Jersey. 

We  also  provide  a special  service  for  the  practi- 
tioner who  has  a patient  with  fever  of  unknown 
origin  and  has  exhausted  all  local  resources.  The 
service  includes  free  consultations  with  the  in- 
fectious disease  group  of  the  New  Jersey  College 
of  Medicine  and  Saint  Michael’s  Medical  Center, 
plus  the  expertise  of  seven  major  infectious  dis- 
ease laboratories  in  the  United  States.  This  ex- 
hibit reflects  the  experience  of  the  phone  informa- 
tion service  and  the  ‘‘fever  of  unknown  origin” 
service  and  how  it  has  been  useful  for  the  prac- 
titioner. 


Morris  Hall  Health  and  Rehabilitation  Center 

Lawrenceville 

Morris  Hall  Health  and  Rehabilitation  Center  is  a 
206-bed  special  hospital  for  rehabilitation  and  post- 
hospital extended  care.  It  is  located  on  Route  206 
in  Lawrenceville,  between  Trenton  and  Princeton. 
The  exhibit  shows  pictures  illustrating  facilities  and 
has  available  a brochure  for  distribution  explaining 
the  Center  in  more  detail. 


New  Jersey  Community  Study  on  Pesticides  . 

New  Jersey  State  Department  of  Health,  Trenton 

A continuing  study  is  displayed  of  the  possible 
long-term  effects  of  pesticides  on  human  health. 
Acute  poisonings  are  also  studied  insofar  as  clues 
may  be  provided  for  further  study.  There  is  a need 
to  determine  the  effects  of  single  and  mixed  pes- 
ticide intakes,  for  effects  of  potentiation  or  an- 
tagonism. 

Occupational  groups  exposed  to  pesticides  are 
under  study,  and  some  are  found  to  be  under 
greater  health  risk. 
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The  project  will  now  undertake  a broader  health 
survey  in  this  area,  in  order  to  provide  morbidity 
statistics  related  to  pesticides. 

Printed  material  which  may  be  of  interest  to  phy- 
sicians, giving  diagnostic  and  therapeutic  informa- 
tion, is  made  available. 


New  Jersey  Health  Services  Program 
(Medicaid) 

New  Jersey  State  Department  of  Institutions  and  Agencies, 
Trenton 

This  is  an  informational  service  booth  on  Medicaid. 
In  addition  to  charts  and  graphs,  there  will  be' 
present  a professional  (physician)  and  adminis- 
trative representative,  as  well  as  a representative 
of  the  contractor,  the  Prudential  Insurance  Com- 
pany, to  field  any  questions  in  reference  to  the 
Medicaid  Program. 


Home  Health  Agency  Assembly 

New  Jersey  League  for  Nursing,  Red  Bank 

Brochures  explaining  the  services  of  the  various 
agencies  will  be  available. 


New  Jersey  Regional  Medical  Program 

East  Orange 

The  exhibit  briefly  explains  the  purpose  of  the 
New  Jersey  Regional  Medical  Program  and  de- 
scribes its  accomplishments  and  activities  in  heart 
disease,  cancer,  stroke,  renal,  and  related  diseases. 


Senior  Citizen  Comprehensive  Health  in 
Middlesex  County 

Roosevelt  Hospital,  Edison 

Here  is  a survey  of  services,  results  obtained,  and 
prospective  services.  Also  shown  are  illustrations 
of  the  functions  of  a County  Hospital  in  the  health 
field  under  the  direction  of  a County  Board  of 
Freeholders  and  Citizens’  Advisory  Committee. 


Woman’s  Auxiliary  to  the  Medical  Society 
of  New  Jersey 

Trenton 

Displayed  here  is  material  depicting  the  purposes 
and  accomplishments  of  the  Auxiliary.  Pamphlets 
and  information  concerning  membership  are  avail- 
able. Non-members  may  enroll  at  this  booth. 


RECEPTION 

DINNER-DANCE 

Saturday,  May  6,  1972 

Monday,  May  8,  1972 

Cocktails-Buffet 

Entertainment 

Dancing 

Dancing 

(Tickets  at  Registration  Desk) 

(Tickets  at  Registration  Desk) 

The  Medical  Society  of  New  Jersey  Welcomes  the  Following 

Delegates  and  Guests 

Connecticut 

E.  Tremain  Bradley,  M.D.,  Norwalk 

Maryland 

DeWitt  E.  DeLawter,  M.D.,  Bethesda 

Pennsylvania 

George  P.  Rosemond,  M.D.,  Philadelphia 
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SCIENTIFIC  EXHIBITS 

Saturday,  May  6 — 12  noon  to  5 p.m. 

Sunday,  May  7 — 9 a.m.  to  5 p.m. 

Monday,  May  8 — 9 a.m.  to  5 p.m. 


Duodenal  Fixation  Anomalies  S-101 

Oilier  B.  Groff,  M.D.,  College  of  Medicine  and  Dentistry 
of  New  Jersey  at  Newark;  Anita  Falla,  M.D.  and  James 
Marquis,  M.D.,  Children’s  Hospital  of  Newark 

Through  sound  (earphones)  movies,  methods  of 
diagnosis  and  treatment  of  duodenal  fixation 
anomalies  are  described.  The  importance  of  cine- 
fluorography  is  emphasized  in  diagnosis  and  the 
essential  steps  in  surgical  correction  in  infants  are 
illustrated.  Findings  and  the  results  of  treatment  in 
28  patients  are  tabulated. 

Argon  Laser  Photocoagulation  of  S-102 

Retinal  Disease 

Nicholas  C.  Trotta,  M.D.,  Saint  Barnabas  Medical  Center, 
Livingston 

Purpose  of  the  exhibit  is  to  show  the  effectiveness 
of  Argon  Laser  coagulation  in  the  treatment  of 
retinal  diseases  such  as  tears,  Bruch’s  Membrous 
Syndromes,  macula  edema,  diabetic  retinopathy, 
and  other  neovascular  retinal  diseases. 

Photocoagulation  of  Diabetic  S-103 

Retinopathy  and  Other  Vascular  Diseases 
of  the  Retina 

John  C.  Leaman.  M.D.  and  A.  A.  Cinotti,  M.D.,  United 
Hospitals  of  Newark,  Eye  and  Ear  Division;  and  College 
of  Medicine  and  Dentistry  of  New  Jersey  at  Newark 

Illustrated  are  diagnosis  and  treatment  of  diabetic 
retinopathy  and  other  vascular  diseases  of  the 
retina.  The  use  of  the  Argon  Laser  and  other 
modalities  of  photocoagulation  in  conjunction  with 
intravenous  fluorescein  angiography  will  be  stressed. 
Results  will  be  described  with  photographs. 

Diagnostic  Mini-Lap  for  Unexplained  S-104 
Jaundice 

Louis  R.  M.  DelGuercio,  M.D.  and  William  E.  Mattey,  M.D., 
Saint  Barnabas  Medical  Center,  Livingston 

The  Mini-lap  is  an  integrated  procedure,  consisting 
of  transhepatic  cholangiography,  liver  biopsy,  and 
omentoportography,  performed  under  locai  an- 
esthesia through  a 5-cm  subxiphoid  incision.  This 
was  used  in  patients  with  hepatobiliary  disorders 
who  presented  major  diagnostic  or  therapeutic 
problems.  Diagnosis  was  achieved  in  all  cases. 
The  frequency  of  two  of  the  three  major  complica- 
tions that  occurred  should  be  reducible  by  suture 
ligation  of  puncture  sites.  There  were  no  deaths 
attributable  to  the  procedure.  Coagulation  abnor- 
malities may  coexist,  but  the  only  recognizable  con- 
traindication is  sensitivity  to  contrast  medium. 

The  Mini-lap  is  an  effective  method  of  resolving 
puzzling  cases  of  hepatobiliary  disease  and  should 


save  much  time  and  expense.  It  has  also  been  help- 
ful in  the  planning  and  carrying  out  of  surgery  for 
biliary  obstruction  and  portal  hypertension. 

Microneurosurgery — Patient  S-105 

Care  and  Teaching 

Kenneth  Shulman,  M.D.  and  Ronald  I.  Apfelbaum,  M.D., 
Albert  Einstein  College  of  Medicine.  Bronx,  New  York 

The  exhibit  demonstrates  the  use  of  closed  circuit 
television  in  microvascular  neurosurgery,  particu- 
larly in  the  treatment  of  aneurysms  of  the  circle  of 
Willis  and  deeply  placed  tumors.  In  addition  to  its 
use  during  surgery,  videotaping  permits  playback 
for  teaching  of  the  procedures  and  improvement  of 
technic. 

A Medical  Student  Community  Health  S-106 
Program  for  the  High-Risk  Child 

Christian  M.  Hansen,  M.D.,  Rutgers  Medical  School, 
CMDNJ,  New  Brunswick 

Indicated  here  is  the  role  of  first  and  second  year 
medical  students  in  assisting  in  caring  for  high- 
risk,  low-income  infants  and  children  in  a center- 
city  settlement  house.  The  exhibit  shows  how  stu- 
dents, faculty,  nurses,  and  community  health  work- 
ers have  combined  to  provide  child  health  super- 
vision to  375  infants  and  children  during  the  past 
year.  The  exhibit  reflects  the  extent  of  the  problem 
of  lack  of  child  health  supervision  to  poor  children 
in  New  Brunswick  and  what  this  program  has  done 
about  it.  Data  on  the  children  and  services  provided 
will  be  available.  Attitudes  of  medical  students  ac- 
tive in  the  program  and  how  they  feel  it  has  been 
of  value  to  them  in  their  medical  education  will  be 
presented.  It  is  concluded  that  first  and  second 
year  medical  students  can  play  a role  in  serving 
the  high-risk  infant  and  child.  Both  benefit  from 
the  exposure  early  in  the  students’  career. 

The  Odyssey  House  Method  in  the  S-107 
Long  Term  Rehabilitation  of  the 
Drug  Dependent  Person 

William  R.  Edmondson,  M.D.,  Newark 

Here  is  a pictorial  display  of  methods  and  activi- 
ties involved  in  the  rehabilitation  of  drug  dependent 
individuals.  A graphic  demonstration  of  our  results 
will  also  be  included. 

Pharmacologic  Properties  and  Clinical  S-108 
Uses  of  Estrogen  in  the  Human 

Herbert  S.  Kupperman,  M.D.,  Iven  S.  Young,  M.D., 
Julianne  Imperato,  M.D.,  and  Paul  Beck,  M.D.,  New  York 
University.  New  York 

Here  is  a review  of  the  effects  of  estrogens  in  the 
climacteric,  the  excessively  tall  girl,  osteoporosis. 
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functional  uterine  bleeding,  and  primary  amenor- 
rhea. 

An  Automatic  Portable  Cardiac  S-109 
Resuscitation  Unit  to  Prevent 
Electric  Failure  of  the  Heart 

Victor  P.  Satinsky,  M.D.  and  Samuel  Williams,  Hahne- 
mann Medical  College  and  Hospital,  Philadelphia 

A fully  automatic  cardiac  monitoring  and  resuscita- 
tion unit  has  been  developed  to  contend  with  cardi- 
ac electric  failure.  The  unit  consists  of  an  ECG 
preamplifier  which  activates  a monostabile  multi- 
vibrator which  in  turn  generates  a square  wave  for 
each  QRS  complex.  The  square  wave  is  inde- 
pendent of  the  QRS  configuration  and  is  used  for 
further  control  operations.  In  the  event  of  asystole 
for  a variable  period  of  1 to  20  seconds,  a 50 
joule  defibrillator  pulse  is  applied  by  conventional 
electrodes  to  the  patient’s  chest  and  repeated  every 
five  seconds  until  a spontaneous  heart  beat  returns. 
In  addition,  a radio  transmitter  is  activated  when 
the  pacing  mechanism  is  operational,  thus  alert- 
ing the  hospital  of  the  patient’s  impending  catas- 
trophe. Once  the  unit  has  been  sufficiently  minia- 
turi2ed  it  will  provide  cardiac  patients  with  a port- 
able, fully  automatic  emergency  resuscitation  de- 
vice without  loss  of  mobility  or  the  need  for  medical 
personnel.  Further,  this  system  will  treat  potentially 
fatal  cardiac  electric  failure  early  in  its  development, 
and  allow  the  hospital  to  monitor  numerous  pa- 
tients for  cardiac  distress  without  taxing  already 
strained  hospital  facilities  and  personnel. 

Helium  Therapy  for  the  Prevention  of  S-110 
Ventricular  Fibrillation  Following 
Myocardial  Infarction 

Victor  P.  Satinsky,  M.D.,  Robert  J.  Toitzis,  A.B.,  and 
Alan  G.  Toitzis,  Hahnemann  Medical  College  and  Hos- 
pital. Philadelphia 

Helium,  administered  intratracheally,  has  been 
used  in  our  laboratory  to  ascertain  its  capacity  to 
prevent  ventricular  fibrillation  post-coronary  artery 
ligation.  Following  occlusion  of  the  anterior  de- 
scending coronary  artery,  fourteen  (64  per  cent) 
of  22  control  dogs  developed  ventricular  fibrilla- 
tion within  two  hours.  Comparably,  20  dogs  were 
administered  a mixture  of  20  per  cent  helium, 
30  per  cent  oxygen,  and  50  per  cent  air  — 10 
minutes  prior  to,  during,  or  fifteen  minutes  sub- 
sequent to  ligation.  Only  one  dog  (5  per  cent) 
developed  ventricular  fibrillation,  amenable  to  de- 
fibrillation with  the  application  of  a single  elec- 
trical countershock.  Also  noteworthy  was  the  ob- 
servation that  helium-treated  animals  experienced 
few  premature  ventricular  contractions. 

Biogalvanic  Cells  for  Cardiac  Pacers  S-111 

Victor  P.  Satinsky,  M.D.,  John  Cassel,  B.S.,  and  Alvin 
Salkind,  D.Ch.E.,  Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia 

The  exhibit  displays  implantable  platinum  black 
magnesium  cells  which  utilize  body  oxygen  as  a 
compranent  source  for  electrical  energy  to  motor  a 
pacemaker.  Charts  of  cell  output  (1.00-1.20  volts 
at  up  to  200  ma)  and  life  expectancy  (10  years) 
will  be  available.  The  exhibit  includes  pictures, 
slides,  and  ECG's  of  experimental  animals  carrying 
implants  Including  those  of  several  dogs  living  with 
pacemakers  motorized  by  biogalvanic  cells.  A 
study  of  tissue  reaction  to  implanted  biogalvanic 
cells  (demonstrating  the  cells  compatibility  with  a 
living  animal)  will  be  displayed.  There  will  also  be 
a demonstration  of  the  operation  of  a cardiac  pace- 
maker motorized  by  a biogalvanic  cell  placed  in 
Ringer’s  solution. 


Current  Advances  in  Diagnosis  and  S-112 
Treatment  of  Stroke 

Robert  A.  Kuhn,  M.D..  St.  Clare’s  Hospital,  Denville 

The  great  need  today  is  for  an  incisive,  programed 
attack  on  interrelate  problems  of  cerebral  circu- 
lation conducted  in  the  framework  of  a number  of 
allied  medical  disciplines.  If  such  a program  could 
be  put  into  effect,  there  are  reasons  to  believe  that 
biochemical  and  neurosurgical  advances  in  cerebro- 
vascular disease  during  the  next  decade  would 
prove  life-saving  to  a large  segment  of  our  aging 
population.  And,  if  by  these  means,  we  manage  to 
check  the  almost  universal  ravages  of  diseased 
brain  circulation,  we  may  also  do  much  for  civiliza- 
tion as  we  know  it. 

Preventive  Treatment  of  Tuberculosis  S-113 

Charles  R.  Ream,  M.D.,  TB-Respiratory  Disease  Associa- 
tion of  New  Jersey,  Union 

This  exhibit  explains  why  chemoprophylaxis  should 
be  considered  and  gives  information  on  priority 
candidates  for  chemoprophylaxis,  who  can,  and 
how  to  institute  a preventive  therapy  program. 

Brain  Lesions:  Early  Diagnosis  by  S-114 
Cytologic  Examination  of  Cerebrospinal 
Fluid-Clinical  and  Histologic 
Correlation  of  Findings 

Paul  T.  Wertlake,  M.D.,  Stanley  Stellar.  M.D.,  and  Brenda 
A.  Markovits,  C.  T.,  Saint  Barnabas  Medical  Center, 
Livingston 

Material  presented  in  the  exhibit  is  taken  from  a 
one-year  155  case  study.  From  this,  it  is  concluded 
that  cytologic  examination  of  cerebrospinal  ar^ 
ventricular  fluid  is  feasible  as  a routine  technic 
and  diagnostic  tool.  Such  examination  should  be 
done  routinely  in  patients  suspected  of  having  neo- 
plastic neurologic  disease. 

Color  photographic  material  is  displayed  illustrating 
cellular  findings  in  cerebrospinal  and  ventricular 
fluids.  Normal  cells  are  shown,  as  well  as  abnormal 
cells  seen  in  cerebrovascular  accident,  subdural 
hematoma,  multiple  sclerosis,  Parkinson’s  disease, 
and  other  non-neoplastic  neurologic  disorders.  Neo- 
plastic cells  seen  in  astrocytoma,  medulloblastoma, 
hemangioblastoma,  cholesteatoma,  meningioma, 
and  other  lesions  are  also  illustrated. 

Early  Diagnosis  of  Breast  Cancer  S-115 

Edward  H.  Welser,  M.D.,  New  Jersey  Academy  of  Family 
Physicians  and  American  Cancer  Society,  New  Jersey 
Division,  Inc.,  Newark 

This  exhibit  shows  the  im[K>rtance  of  early  diagnosis 
of  breast  cancer,  giving  statistics  and  incorporating 
a continuous  slide  program.  It  depicts  the  physi- 
cian’s role  in  teaching  breast  self-examination  as  an 
ongoing  health  habit,  starting  in  the  teens,  and  de- 
scribes a joint  program  of  the  NJAFP  and  the 
American  Cancer  Society  which  is  being  given  in 
high  schools  throughout  the  state. 

Effect  of  a Regional  Newborn  Center  S-116 
on  Neonatal  Mortality  of  Referring 
Hospitals 

William  C.  Ellis,  M.D.,  Vaman  T.  Chaubal,  M.D..  Suragesh 
Shah,  M.D.,  Jagdish  Bharara,  M.D.,  and  Ronald  D.  Snyde^ 
M.D..  Monmouth  Medical  Center,  Long  Branch;  and 
Hahnemann  Medical  College,  Philadelphia 

To  date,  there  are  no  data  to  show  that  regionaliza- 
tion of  newborn  care  does  lower  mortality  in  the 
"high-risk”  newborn.  The  region  consists  of  Mon- 
mouth and  Ocean  Counties  with  10,000  newborns 
annually.  The  seven  hospitals  in  the  region  have 
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been  retrospectively  divided  into  users  and  non- 
users based  on  the  percentage  of  total  live  born  in- 
fants transferred  to  the  regional  Newborn  Center, 

Mortality  rates  for  users  and  non-users  have  been 
determined  for  a five  year  control  period  and  for  a 
three  year  study  period.  Transport  service  has  been 
provided  by  the  Regional  Center  for  two  years. 
There  is  no  significant  difference  in  mortality  be- 
tween users  and  non-users  for  the  control  period  in 
total  Neonatal,  Low  Birth  Weight,  or  Group  I. 

There  is  a highly  significant  difference  (p  is  less 
than  0.0005)  between  users  and  non-users  for  the 
study  period,  and  the  users’  study  period  vs.  the 
control  period.  There  is  no  significant  difference 
between  non-users’  control  period  vs.  study  period. 

This  study  shows  that  regionalization  is  not  only 
possible  and  practical,  but  also  highly  effective. 

Pharmacologically  Enhanced  S-117 

Visualization  of  the  Portal  Venous 
System  Utilizing  Phentolamine  and 
Isoproterenol  in  Combination 

Ferdinand  J.  Carillo,  M.D.,  Francis  F.  Ruzicka,  Jr.,  M.D., 
Cyrus  Cioffi,  M.D.,  Ronald  Van  Heertum.  M.D.,  and  James 
Chang,  M.D.,  St.  Vincent's  Hospital  and  Medical  Center, 
New  York 

Arterial  portography  provides  a physiologic  means 
of  studying  radiographically  both  the  arterial  and 
venous  systems  of  certain  abdominal  viscera. 
However,  venous  visualization  is  frequently  un- 
satisfactory. Angiography  in  patients  with  cirrhosis 
and  portal  venous  hypertension  was  studied  using 
control  and  post-drug  arteriography,  illustrated 
in  this  exhibit.  The  mechanism  of  action  of  these 
drugs  is  also  illustrated  in  terms  of  physiologic 
pressure  measurements  and  flow  meter  studies. 


Clinical  Concepts  of  Diuretic  Therapy  S-118 

Arthur  Bernstein,  M.D.,  Newark  Beth  Israel  Medical 
Center,  Newark 

Diuretics  are  important  in  many  areas  of  therapy. 
Their  uses  are  associated  with  the  clinical  findings 
and  complications  that  are  described  in  this 
exhibit.  The  mechanisms  of  diuresis  are  graphi- 
cally illustrated  as  are  mechanisms  by  which 
sodium  and  potassium  loss  are  produced.  Methods 
of  treating  complications  of  diuretic  therapy  are 
described. 


Gastrointestinal  Cytology  in  the  S-119 
Community  Hospital 

william  V.  Harrer.  M.D.,  Francis  X.  Keeley,  M.D.,  Francis 
Barse,  M.D.,  Barry  R.  Aikey,  M.D.,  and  Olympia  Draper, 
C.T.,  Our  Lady  of  Lourdes  Hospital,  Camden 

This  display  demonstrates  collection  methods, 
diagnostic  accuracy,  and  histopathologic  correla- 
tions between  cytology,  gastroscopy,  and  surgery. 
Gastric  cytology  is  a valuable  adjunct  to  gastro- 
scopy and  radiology  in  preoperative  diagnosis  of 
gastrointestinal  pathology. 


Academy  of  Medicine  of  New  Jersey  S-120 

Sherman  Garrison,  M.D..  President,  Bloomfield 

The  exhibit  will  outline  the  educational  programs 
of  the  Academy  in  the  past  year,  and  plans  to 
include  a medical  history  display  as  part  of  the 
exhibit  are  being  considered. 


Immunopathology  in  Internal  Medicine  S-121 

James  A.  Hogan,  M.D.  and  Donald  R.  Tourville,  Ph.D., 
Saint  Barnabas  Medical  Center,  Livingston 

Purpose  of  the  exhibit  is  to  show  the  role  of 
immunopathology  in  making  a specific  diagnosis. 
The  display  shows  that  immunologic  methods  are 
the  only  way  to  make  a diagnosis  in  some  in- 
stances. The  exhibit  also  shows  the  ease  with 
which  immunologic  methods  can  be  applied  and 
some  of  the  specific  diagnoses  that  can  be  made. 

Cancer  and  Other  Biomedical  S-122 

Programs  at  the  Institute  for 
Medical  Research 

Lewis  U Coriell,  M.D.,  Director,  Camden 

Photographs  and  slides  depict  research  activity 
and  results  at  the  Institute.  The  purpose  is  to 
apprise  Society  members  of  the  work  of  this 
unique  New  Jersey  institution. 


Hoarseness  S-123 

Myron  J.  Shapiro  M.D.,  Newark  Eye  and  Ear  Infirmary, 
Unit  of  United  Hospitals  Medical  Center,  Newark 

Differential  diagnosis,  etiology,  course,  and  treat- 
ment of  various  forms  of  hoarseness,  as  well  as 
methods  of  examination — old  and  new — will  be 
demonstrated  in  this  exhibit. 


Carcinoma  of  the  Paranasal  Sinuses  S-124 

Myron  J.  Shapiro,  M.D.  and  Mark  Levey,  M.D.,  Irvington 

Here  displayed  is  a three  panel  exhibit  of  the 
various  tumors  of  the  nose  and  sinuses  — their 
diagnosis  and  treatment. 


Aorta-Coronary  Vein  Grafts  S-125 

Peter  P.  Poulos,  M.D.,  N.  A.  Antonius,  M.D.,  John  Coniaris, 
M.D.,  Anthony  D.  Crecca,  M.D.,  Joseph  V.  Crecca,  M.D., 
Michaei  A.  Chiechi,  M.D.,  Joseph  Tafaro,  M.D.,  Anthony 
Renzuli,  M.D.,  Elizabeth  A.  Johnson,  M.D.,  Russell  W. 
Brancato,  M.D.,  and  Adolf  G.  Senft,  MD.,  St.  Michael’s 
Medical  Center,  Newark 

The  exhibit  will  detail  our  experience  with  160 
saphenous  vein  bypass  grafts  in  100  consecutive 
patients.  A motion  picture  of  the  operation  will 
be  shown.  Diagnostic  procedures,  indications,  and 
results  will  be  illustrated.  The  mortality  rate  has 
been  two  per  cent. 

Total  Hip  Replacement — S-126 

Postero- Lateral  Approach 

George  W.  Keyes,  M.D.  and  Kenneth  A.  Morrissey,  M.D. 
Holy  Name  Hospital,  Teaneck 

Pictorially  and  radiographically,  the  exhibit  will 
show  who  is  amenable  to  this  procedure  and  when,' 
why,  and  how  it  is  done  at  Holy  Name  Hospital. 
Shown  by  motion  picture  are  the  results  of  the 
surgery. 

The  Use  of  Amniocentesis  in  the  S-127 
Community  Hospital 

James  P.  Thompson,  M.D.  and  Harold  M.  Bates,  Ph.D. 
Saint  Joseph’s  Hospital,  Paterson 

The  exhibit  concerns  the  feasibility  of  ante  partum 
monitoring  of  the  at-risk  pregnant  patient,  with 
special  reference  to  amniotic  fluid  phospholipid 
determinations. 
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TECHNICAL  EXHIBITS 

Saturday,  May  6 12  noon  to  5 p.m. 

Sunday  and  Monday,  May  7 and  8 9 a.m.  to  5 p.m. 


in  Appreciation 

The  Medical  Society  of  New  Jersey  is  pleased  to  recognize,  through  their  generous  contributions,  the 
following  official  patrons  of  the  educational  programs  presented  through  the  scientific  sessions: 

Eaton  Laboratories  Geigy  Pharmaceutical  Johnson  & Johnson 

Knoll  Pharmaceutical  A.  H.  Robins  Company  Sobering  Corporation 

The  Upjohn  Company 


American  Association  of  Message 

Medical  Assistance  Center 

State  of  New  Jersey 

Informational  brochures  describing  the  aims  and 
purposes  of  AAMA,  its  educational  opportunities, 
and  its  certification  program  will  be  available  for 
distribution.  Messages  for  doctors  in  attendance 
at  the  meeting  will  be  relayed  through  this  booth. 


Astra  Pharmaceutical  Products,  Inc.  #8 

Available  will  be  useful  information  and  descriptive 
literature  pertaining  to  Xylocaine®  (lidocaine), 
Citanest®  (prilocaine),  Jectofer®  (iron  sorbitex), 
and  local  and  topical  anesthetics  and  intravenous 
use  of  Xylocaine®  in  cardiac  arrhythmias. 


Biochemical  Procedures  #22 

(Affiliate  of  Mead  Johnson  and  Company) 

Available  will  be  information  on  the  latest  equip- 
ment used  in  drug  test  screening  by  the  profes- 
sional personnel  of  Biochemical  Procedures. 


E.  & W.  Blanksteen  Agency,  Inc.  #11  & #12 

E.  & W.  Blanksteen  Agency,  Inc.,  are  official  brokers 
for  The  Medical  Society  of  New  Jersey  for  Accident 
and  Health,  Major  Expense,  High  Limit  Accident, 
Term  Life  Insurance,  Hospital-Money,  HR-10  Keogh 
Retirement  Plan,  and  Corporate  Master  Retirement 
Plan. 

All  these  programs  provide  exceptional  value  for 
the  members  because  of  the  group  purchasing 
power  of  the  State  Society. 


Joseph  A.  Britton  Agency  #16 

This  is  the  agency  which  provides  officially  en- 
dorsed professional  liability  insurance  (all  forms). 


The  Carrier  Clinic  #39 

Here  described  will  be  the  facilities  offered  at  the 
Carrier  Clinic,  a private  psychiatric  hospital. 


Data  Business  Systems,  Inc.  #13 

Data  Business  Systems,  Inc.,  is  the  distributor 
for  Control-O-Fax  Professional  Systems.  New  pro- 
cedures to  promote  office  payments  and  reduce 
mailing  statements  are  the  results  of  the  One  Write 
System  used.  Also,  we  distribute  Nashua  Thermal 
Paper  and  "Q"  Ledgers  and  Statements. 


Encyclopaedia  Britannica,  Inc.  #17 

The  new  edition  of  the  Encyclopaedia  Britannica, 
the  Great  Books  of  the  Western  World,  the  Britan- 
nica Junior,  and  other  related  materials  will  be  on 
display  for  the  information  of  those  visiting  the 
booth. 


Group  Health  Insurance,  Inc.  #24 

Representatives  will  be  available  to  answer  your 
questions  and  distribute  literature  offered  by  Group 
Health  Insurance,  Inc. 


Gyn  Cytology  and  Pathology  Associates  #43 

This  laboratory  limits  its  services  to  the  examina- 
tion of  cytology  and  biopsy  specimens.  We  pro- 
vide the  physician  with  all  the  necessary  cytolc^ 
and  biopsy  supplies  including  postage-paid  mailing 
containers,  with  typed  descriptive  reports  returned 
to  the  physician  the  day  they  are  received.  Co- 
directors of  the  laboratory  are  Allan  Lazar,  M.D., 
certified  in  anatomical  pathology  and  Karl  G. 
Klinges,  M.D.,  certified  in  obstetrics/gynecology  and 
cytopathology. 
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Hoechst  Pharmaceutical  Company  #35 

Representatives  will  be  glad  to  discuss  any  of 
Hoechst’s  products.  Featured  are  Lasix®  (furose- 
mide),  Surfak®,  and  Doxidan®. 


Lakeside  Laboratories,  Inc.  #28 

Lakeside  Laboratories’  exhibit  will  include  Can- 
til®,  Imferon®,  Ircon-FA®,  Mercuhydrin®,  Metha- 
hydrin®,  Metatensin®,  Norpramin®,  the  Iron  Learn- 
ing System,  and  the  Learning  System  on  Depres- 
sion. 


David  and  Charles  Levinson  #23 

Medical  Specialists 

Medco  Products — Introducing  the  Medco  Dublett. 
Dual  ultrasound  is  presented  with  palm  fitted  trans- 
ducers. Trigger  points  and  symptom  areas  are 
treated  simultaneously. 

The  Medco-Sonlator  Twin — Here  is  a diagnostic 
and  therapeutic  instrument,  combining  synchro- 
nized and  pulsed  ultrasound  with  Medcolator  cur- 
rent in  continuous,  pulse  and  surge  settings. 

The  Medcotherm — A combination  of  neuro-muscu- 
lar  stimulation  and  moist  heat  thermostatically 
controlled  and  blended  with  reciprocating  and 
surging  settings. 

The  Medcolator,  models  K & G — Displayed  here  is 
Medcolator  current  with  straight  or  interrupted  gal- 
vanic currents. 

Martin  Short  Wave  therapy  provides  automatic 
tuning  and  deep  penetration. 


Eli  Lilly  and  Company  #31 

You  are  cordially  invited  to  visit  the  Lilly  exhibit. 
Our  sales  representatives  in  attendance  will  wel- 
come your  questions  about  our  pharmaceutical 
products.  You  may  be  particularly  interested  in 
discussing  Kelex® — cephalexin  monohydrate. 


Marion  Laboratories,  Inc.  #32 

Come  see  Gaviscon,  a unique  new  specific  for 
treatment  of  heartburn  associated  with  hiatal  her- 
nia, gastroesophageal  reflux,  and  esophagitis. 
Gaviscon  provides  pinpoint  neutralization  of  acid  in 
the  cardia  and  fundus  ...  a highly  viscous  gel-like 
layer  of  antacid  foam  floats  on  stomach  contents 
to  inhibit  gastroesophageal  reflux. 


Medical-Surgical  Plan  of  New  Jersey  #19 

Plan  representatives  will  be  on  hand  to  answer  your 
questions  about  Prevailing  Fee  and  the  use  of  Short 
Form  Service  Reports,  and  to  explain  in  detail  the 
services  covered  under  Rider  J and  also  its  limita- 
tions in  diagnostic  services.  Discussions  of  these 
and  any  other  Plan  matters  will  be  cordially  wel- 
comed. 


New  Jersey  Bell  Telephone  #41  & #42 
Company 

Telephone  services  and  equipment  available  for 
the  medical  field  will  be  illustrated  and  explained 
at  the  booth. 

Ormont  Drug  and  Chemical  #29 

Company,  Inc. 

New  Stabilized  Tuberculin  PPD  Solution  markedly 
decreases  false  negatives.  There  is  virtually  no 
adsorption  loss  on  glass  or  plastic  of  vial  or 
syringe.  Full  potency  is  provided  for  one  year  and 
there  is  no  waste. 

Sterneedle  “stamp  test"  for  rapid,  painless,  eco- 
nomical (30  per  test)  tuberculin  testing,  smallpox 
vaccination,  and  allergy  screening  is  displayed. 

Oxy-Pak  is  shown.  This  is  a light,  refillable  emer- 
gency oxygen  unit  with  gauge. 


Ortho  Pharmaceutical  Corporation  #15 

A complete  line  of  medically  accepted  products  for 
the  control  of  conception  and  the  treatment  of 
vaginitis  will  be  available  for  inspection  by  the  pro- 
fession. 


Parke,  Davis  and  Company  #36 

Our  representatives  will  discuss  selected  pharma- 
ceutical products  at  the  Parke-Davis  booth. 


PRO  Services,  Inc.  #49 

Representatives  will  have  information  on  the 
MSNJ  approved  Professional  Association  and  Keogh 
Retirement  Plan,  which  is  administered  by  PRO 
Services,  Inc.  Also,  information  on  the  proposed 
expanded  Keogh  legislation  will  be  available. 


Prudential  Insurance  Company  Coffee 

of  America  Lounge 

Prudential  is  the  contractor  with  the  Federal  Gov- 
ernment for  Medicare  Part  B in  New  Jersey,  North 
Carolina,  and  Georgia  and  for  Part  A in  New  Jersey; 
also  with  the  State  of  New  Jersey  for  Medicaid. 


A.  H.  Robins  Company  #26 

You  are  cordially  invited  to  visit  the  A.  H.  Robins 
exhibit  and  meet  our  representatives  who  will  wel- 
come the  opportunity  to  discuss  products  of  inter- 
est with  you. 


Roche  Clinical  Laboratories  #25 

(Division  of  Hoffmann-LaRoche) 

Roche  Clinical  Laboratories  offers  a unique  oppor- 
tunity to  evaluate  this  new  laboratory  service  for 
yourself.  Discover  the  accuracy  and  reliability  pro- 
vided by  automated  testing  procedures  and  com- 
puterized quality  control  and  data  processing. 
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Roche  Clinical  Laboratories  can  satisfy  the  specific 
laboratory  test  needs  of  physicians,  hospital  labo- 
ratories, and  industrial  medicine.  Stop  by  to  see 
what  this  comprehensive  service  can  offer  you. 


John  J.  Ryan  and  Company,  Inc.  #40 

John  J.  Ryan  & Co.  has  been  dealing  in  municipai 
bonds  since  1946.  We  have  almost  twenty-six  years’ 
experience  with  ciientele  that  is  national  in  scope 
and  with  individual  investors.  John  J.  Ryan  & Co. 
is  the  municipal  bond  house  that  was  built  with  care 
— care  for  its  customers  and  care  for  its  reputation. 
It  is  the  municipal  bond  house  that  professionals 
trust. 


Sandoz  Pharmaceuticals  #18 

Sandoz  Pharmaceuticals  cordially  invites  you  to 
visit  its  display  where  will  be  featured  Mellaril®, 
Hydergine®,  Serentil®,  Cafegot  P-B®,  Fiorinal®,  and 
Bellergal®. 

Any  of  our  representatives  in  attendance  will  gladly 
answer  questions  about  these  and  other  Sandoz 
products. 


W.  B.  Saunders  Company  #14 

W.  B.  Saunders  Company,  Philadelphia,  medical  and 
scientific  publisher,  has  on  display  a complete  line 
of  its  medical  reference  books,  monographs,  and 
periodicals.  Each  is  written  by  authorities  especially 
qualified  in  their  respective  fields.  Included  in  the 
display  are  many  new  1972  publications — for  ex- 
ample, Conn:  Current  Therapy  1972;  Gray  and 
Skandalakis:  Embryology  for  Surgeons.  Each  book 
is  worthy  of  your  careful  consideration. 


Schering  Laboratories  #30 

Schering  Laboratories  invite  you  to  visit  their  booth 
where  representatives  will  be  available  to  discuss 
with  you  any  questions  you  may  have  concerning 
Garamycin®  Injectable,  Etrafon®,  Valisone®,  Drixo- 
ral®,  Afrin®,  Celestone®,  Soluspan®  Injection,  or 
any  other  Schering  product. 

Also,  books  for  Practice  and  Teaching  Aids  will  be 
available  on  request  by  completing  the  Information 
Request  Form. 


G.  D.  Searle  and  Company  #7 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searie  Products  of  Re- 
search. 

Featured  wili  be  information  on  Ovuien®,  Demuien®, 
Enovid®,  Aldactazide®,  Flagyi®,  Lomotil®,  Pro- 
Banthine®,  and  other  drugs  of  interest. 

South  Jersey  Surgical  Supply  Company  #44 

South  Jersey  Surgical  Supply  Company  will  intro- 
duce for  the  first  time  the  all  new  "Vitalograph,” 
the  electric,  fuily  automatic,  vital  capacity  spirom- 
eter for  accurate,  fast  reading  of  your  patients’ 
ventilatory  capacities. 

We  will  also  show,  for  the  first  time  in  the  United 
States,  the  brand  new  modular  wall  furniture  for 
consultation  room,  nurses’  station,  or  waiting  room. 

The  all  new  "Valtronic  System  4”  comes  in  a wide 
choice  of  tame  and  wiid  colors. 

E.  R.  Squibb  and  Sons,  Inc.  #10 

E.  R.  Squibb  and  Sons,  Inc.  are  pleased  to  present 
a film  review  of  up-to-date  and  factual  reports  on 
current  topics  of  medical  interest  and  research. 
They  include  such  subjects  as  "Drug  Abuse,’’ 
"Aerospace  Medicine,"  "Heart  Transplantation," 
and  "Congestive  Heart  Failure.”  This  series  of 
short  films  may  be  seen  in  our  booth  at  anytime 
during  the  convention  hours. 

Stuart  Pharmaceuticals  #1 

Division  of  ICI  America,  Inc. 

A Cordiai  invitation  is  extended  to  all  members  and 
guests  to  visit  the  Stuart  Pharmaceuticals  booth. 
Trained  representatives  will  be  in  attendance  to 
answer  your  questions  on  our  products:  Mylanta®, 
Chewable  Sorbitrate®,  Sorbitrate®  Sublingual  and 
Oral,  Kinesed®,  Stuartnatal™  1 -f  1,  and  others. 

Winthrop  Laboratories  #38 

Winthrop  Laboratories  cordially  invites  you  to  visit 
its  booth  where  the  following  products  will  be 
featured:  Talwin®,  oral  brand  of  pentazocine  (as 
hydrochloride);  Isuprel®  brand  of  isoproterenol 
HCI;  USP  Mistometer. 


Exhibit  Hall  Hours 

Saturday — noon  to  5 p.m. 

Sunday  and  Monday — 9 a.m.  to  5 p.m. 
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45th  ANNUAL  MEETING 

Woman's  Auxiliary  to  The  Medical  Society  of  New  Jersey 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  6-9,  1972  Atlantic  City 


Schedule  of  Events 


Saturday,  May  6,  1972 

10:00  a.m.  to  4:30  p.m. — Sale  of  dinner-dance 
tickets 

MSNJ  Registration  Desk 

(Exhibit  Hall,  Lobby  Floor,  Haddon 

Hall) 

12:00  noon  to  4:30  p.m. — Registration 

(Lobby  Fioor,  Haddon  Hall) 

1:00  p.m.  to  4:30  p.m. — Registration  for  Art  Show 
(Lobby  Floor,  Haddon  Hall) 

*12:00  noon — Golden  Merit  Award  Ceremony 

(Rutiand  Room,  First  Floor,  Haddon 
Hall) 

•2:00  p.m. — Auxiliary  President's  Report  to  MSNJ 
House  of  Delegates 
(Windsor  Room,  Lobby  Floor,  Haddon 
Hall) 

•7:30  p.m. — Reception-Buffet  Dinner 

A special  invitation  is  extended  to 
Auxiliary  members  (tickets  may  be 
purchased  at  MSNJ  Registration  Desk 
— $10.00  per  person) 

(Vernon  Room,  Lounge  Floor,  Haddon 
Hall) 


Sunday,  May  7,  1972 

9:30  a.m.  to  4:30  p.m. — Registration 
(Lobby  Floor,  Haddon  Hall) 

Tickets  for  Tea  and  Fashion  Show 

10  a.m.  to  4:30  p.m. — Sale  of  dinner-dance  tickets 
MSNJ  Registration  Desk 
(Exhibit  Hall,  Lobby  Floor,  Haddon 
Hall) 

10:00  a.m. — Art  Exhibit 

County  Press  and  Publicity  Books 
Exhibit 

County  Activities  Pictorial  Display 
(Lobby  Floor,  Haddon  Hall) 

10:00  a.m. — Pre-convention  Board  Meeting 

(Navajo  Room,  15th  Floor,  Haddon 
Hall) 

12:00  noon — Fellowettes’  Luncheon 

(Blue  Room,  Office  Floor,  Chalfonte) 

2:30  p.m. — Tea  and  Fashion  Show 

(Vernon  Room,  Lounge  Floor,  Haddon 
Hall) 

All  doctors’  wives  and  guests  cordially 
invited 


*6:30  p.m. — Reception  honoring  President-elect 
D’Elia 

Auxiliary  members  are  cordially  in- 
vited to  attend  (Admission  by  badge) 
(Pennsylvania  Room,  Lounge  Floor, 
Haddon  Hall) 


Monday,  May  8,  1972 

8:15  a.m.  to  4:30  p.m. — Registration 

(Lobby  Floor,  Haddon  Hall) 

8:15  a.m.  to  9:00  a.m. — Continental  Breakfast — 
complimentary: 

(Hallway,  13th  Floor,  Haddon  Hall) 

9:00  a.m.  to  12:30  p.m. — General  Session 

(West  Room,  13th  Floor,  Haddon  Hall) 

9:00  a.m.  to  4:30  p.m. — Sale  of  dinner  dance 
tickets 

MSNJ  Registration  Desk 

(Exhibit  Hall,  Lobby  Floor,  Haddon 

Hall) 

1:00  p.m. — Annual  President’s  Luncheon 

(Pennsylvania  Room  III,  Lounge  Floor, 
Haddon  Hall) 

All  doctors’  wives  cordially  invited 

•8:00  p.m. — Dinner-Dance 

(Pennsylvania  Room,  Lounge  Floor, 
Haddon  Hall) 


Tuesday,  May  9,  1972 

8:30  a.m. — Breakfast  for  County  Presidents 

(Mandarin  Room,  13th  Floor,  Haddon 
Hall) 

9:00  a.m.  to  12:00  noon — Registration 
(Lobby  Floor,  Haddon  Hall) 

11:30  a.m. — Post-convention  Board  Meeting 

(West  Room,  13th  Floor,  Haddon  Hall) 


Convention  Committee 

Chairman — Mrs.  Louis  Abbamonte 
Co-Chairman — Mrs.  James  Brennan 


•MSNJ  events  to  which  Auxlllory  members  are  cordially 
Invited. 
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ROOM  RESERVATIONS 

Complete  and  mail  this  form  for  your  room  reservation 

206th  ANNUAL  MEETING— THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  6-9,  1972 

Reservation  Desk,  Chalfonte-Haddon  Hail,  Atlantic  City,  New  Jersey 

Please  Reserve  the  Following  Accommodations — ^This  Reservation  Will  Be  Acknowledged 
If  room  is  not  available  at  rate  requested,  please  check  here 
authorizing  us  to  make  reservation  at  next  available  rate.  □ 


HADDON 

HALL 

All  Rooms  Air  Conditioned 

CHALFONTE  All  rooms  Air  Conditioned 

No.  of 

Twin  Bedroom, 

Twin  Bedroom. 

Rooms 

Bath 

Single,  Bath 

Bath 

Single,  Bath, 

1 Person 

2 Persons 

1 Person 

2 Persons 

Without  Ocean  View 

□ 17  □ 19  0 21 

*□  21  □ 23  □ 25 

□ 16^19 

□ 20  □ 23 

Side  Ocean  View 

□ 25  □ 27 

□ 27  □ 29  □ 31 

□ 22 

□ 25  □ 27 

Ocean  Front 

□ 36 

□ 36  □ 38 

□ 25  □ 26  □ 28  □ 29  □ 32 

Double  & Parlor 

□ 52  □ 62  □ 64 

(Double  & Parlor  Ocean  Front 

□ 80, 

□ 68 

EACH  ADDITIONAL  PERSON  IN  DOUBLE  ROOM  $6.00  EUROPEAN  PLAN  •Roomettes 
MODIFIED  AMERICAN  PLAN  (BREAKFAST  & DINNER)  ADD  $9.00  PER  DAY,  PER  PERSON  □ 


I will  share  a room  with 

Day  and  date  of  arrival Departure 

Name  • • 

Address  

PLEASE  PRINT  Plus  5%  City  Tax 

NOTE;  As  check-out  hour  Is  2:00  p.m.,  rooms  may  not  be  ready  earlier. 


COMMITTEE  ON  ANNUAL  MEETING 

JAMES  A.  ROGERS,  M.D.,  Chairman,  Paterson 
ARTHUR  BERNSTEIN,  M.D. 
Vice-Chairman,  Maplewood 
NICHOLAS  A.  BERTHA,  M.D.,  Wharton 
DONALD  C.  DAVIDSON,  M.D.,  Atlantic  City 
JOHN  J.  THOMPSON,  M.D.,  Caldwell 
ROBERT  E.  VERDON,  M.D.,  Cliffside  Park 
LOUIS  F,  ALBRIGHT,  M.D.,  Ex-Officio,  Spring  Lake 
MRS.  MARION  R.  WALTON, 

Convention  Manager,  Trenton 


SUBCOMMITTEE  ON  SCIENTIFIC  EXHIBITS 

ARTHUR  BERNSTEIN,  M.D.,  Chairman,  Maplewood 
H.  IRVING  DUNN,  M.D.,  Bay  Head 
GEORGE  L.  ERDMAN,  M.D.,  Summit 
ARTHUR  KROSNICK,  M.D.,  Trenton 
JOHN  J.  THOMPSON,  M.D.,  Caldwell 

SUBCOMMITTEE  ON  SCIENTIFIC  PROGRAM 

JAMES  A.  ROGERS,  M.D.,  Chairman 
Paterson 

CHAIRMEN  AND  SECRETARIES 
of  Scientific  Sections 
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"here’s  a soup 

for  almost  every  patient  and  diet 
.for  every  meal  ^ 

and,  it’s  made  by  UompOul 


CALORIES/  1 Cup  Prepared  Soup* 


Beef  Broth 

25 

Consomme 

33 

Chicken  with  Rice 

49 

Chicken  Gumbo 

55 

Chicken  Noodle 

62 

Chicken  Vegetable 

68 

Turkey  Noodle 

72 

Vegetable  Beef 

75 

Vegetable 

77 

Tomato 

79 

Cream  of  Asparagus 

80 

Cream  of  Chicken 

87 

Beef 

99 

Cream  of  Potato 

105 

Cream  of  Mushroom 

131 

Green  Pea 

131 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

♦ From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


^ the 
3 phases 
of  Eve 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contraceptives^ 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References  1.  Editorial  Oral  Contraceptives  Which  Pill  for  Which  Patient^  Patient  Care  ^90-115 
(Feb.n969and4:n5-M5(Junel5)1970  2.Greenblatt,  R B Progestational  Agents  in  Clinical 
Practice,  Med.  Sci.  75:37-49  (May)  1967  3.  Kistner,  R,  W Gynecology  Principles  and  Practice,  ed  2, 
Chicago,  Year  Book  Medical  Publishers,  1971. 4.  Kistner,  R,  W:  The  Pill  Facts  and  Fallacies  About 
Todays  Oral  Oontraceptives,  New  York,  Delacorte  Press.  1968  5.  Nelson,  J H,.  Oinical  Evaluation  of 
Side  Effects  of  Current  Oral  Oontraceptives,  J Reprod  Med  6:50-55  (Feb  11971  6.  Orr.G  W Oral 
Progestational  Agents  Therapy  and  Complications,  S.  Dakota  J Med  2i*ll-17(Jan.)  1969 


the  Ovulen  phase 


Most  women*  with  a balanced  hormone  profile  anci 
normal  menses  do  best  on  a middle-of-the-road  pil  J 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal  j 
cytology  slide— balanced  “pink  and  blue”) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a sligh  j 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulen 


Each  white  tablet  contains  ethynodiol  diacetate  1 mg  ^mestranol  01  mg 


SEARLE 


For  brief  summary  of  prescribing  information, 
see  following  page. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

("Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
"blue’.’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


the  Demulen  phase 

Many  women*whosecretemore estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

(’Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  ’’pink’.’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
'effects;  early  breakthrough  bleeding  is  often 
'^transient. 

Demulen 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  0vulen-28*and  Demulen'-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains  norethynodrel  25  mg/mestranol  0 1 mg 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulerr  Demulen* 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions-Ovulenand  Demulen  aetto  prevent  ovulation  by  inhibitingthe  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (ESH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain’'^  leading  to  this  conclusion,  and  one'’  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates'’  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions- The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
ien.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  andinallcasesof  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep 
tives.The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
Theage  of  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologisi 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  betwee* 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo 
phlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom 
inal  crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weighi 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  d 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi 
ness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra 
ceptives:  hepatic  function:  increased  sulfobromophthalein  retention  and  othe 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodinr 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracef 
tion  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  196’ 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonar 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearin 
Age,  Brit.  Med.  J.  2193-199 (April  27)  19^  3.  Vessey,  M.  P,  and  Doll,  R.:  Invest 
Ration  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboemboli 
Disease.  A Further  Report,  Brit.  Med.  J.  2651-65/  (June  14)  1969.  4.  Sartwe 
P.  E.;  Masi,  A.  T:  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboerr 
holism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Ame 
J.  Epidem.  9Q365-3^(Nov.)  1969. 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico 00936 

Enovid-E 

norethynodrel  2.5  mg./mestranol  0,1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  be 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication  - Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note.  Contraindications.  Warnings.  Precautions  and  Advet 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  a 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  G D Searle  & Co. 

RO  Box  5110,  Chicago.  Illinois  60680 
Where  "The  Pill" Began 


SEARLE 


SEARLE 


Pollution 
can  be  taxing 


Some  people  oppose  pollution- 
stopping  measures  because  they  may 
ncrease  taxes. 

The  problems  of  pollution  can 
mly  be  conquered  when  we,  as  citi- 
:ens,  recognize  that  it  costs  money  to 
ight  pollution. 

Support  govermnent  efforts 
0 re})lace  open  dumps  with  sanitary 
andfflls,  efficient  incinerators,  or  mod- 


officials  to  jirovide  adeijuate  litter  re- 
ceptacles. Encourage  community 
action  for  a new  sewage  treatment 
plant  if  it  is  needed.  Supjiort  sensible* 
ordinances  to  govern  installation  of 
commercial  and  industi’ial  signs. 

Find  out  what  else  you,  as  a 
local  citizen,  can  do  to  light  pollution, 
then  do  it. 


‘i'nrecyclint>- facilities.  Uree  local  Keep  America  Boautiflll  'riw 

^ ^ AdvPrltsing  vuntnbu^fd  tof  f»'r  pub'i-  good 

People  start  pollution.  People  can  stop  it. 


BETTY  BACHARACH  HOME 
for 

AFFLICTED  CHILDREN 

24th  and  Atlantic  Avenues 
Longport,  New  Jersey  08403 

Comprehensive  rehabilitation  program  for 
handicapped  children  between  age  limits 
2 years  to  14  years  of  age.  (Spina  bifidas; 
perthes  disease;  rheumatic  heart;  cerebral 
palsy,  etc.) 

Services  included:  Physical  medicine;  physi- 
cal therapy;  speech  therapy;  psychological 
services;  social  service;  recreational  activi- 
ties; 24  hrs,  registered  nursing  service;  ex- 
cellent dietary  service.  All  our  medical  staff 
and  professional  personnel  are  fully  certi- 
fied. 

Write  or  contact:  Administrator 
Telephone:  822-2125  822-2126 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 
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UpjdiB&  law-priced 
penicillinVK 


Uticlllin  VK 

'Potassium  Phenoxytne'P’ 

Potucillin  Tablets.  U S P ' 


Upjohn 


250  mg. 

(400,000  Units) 

®»utien..  Federal  law 
Oispensing  without 


Upjohn  has  been  able 
to  reduce  the  price  of 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quahty  you  expect  from  an  Upjohn  product. 


UticilliriVK 

(potassium  phenoxymethyl  penicillin, 
U.S.P, Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Here  is  an  innovative  approach  that  could  make  a 
community  hospital  a real  teaching  agency. 


^peciai  ^>^rticie 


An  Innovation  in  Continuing  Medical  Education 

Tlie  Senior  Medical  Consultants  Program 
Grant  Loavenbruck,  M.S.W.,  Research  Director 
Joseph  Moldaver,  M.D.,  Director,  New  York 


Continuing  medical  education,  the  spring- 
board for  quality  medical  care  today,  is  sorely 
in  need  of  innovative  change.  Traditionally 
the  medical  schools  have  been  the  foci  for  the 
intern’s,  resident’s,  and  attending  physician’s 
continuing  medical  education.  The  health 
care  structure  has  become  so  complex  (and 
the  other  demands  made  upon  the  medical 
schools  have  become  so  burdensome),  howev- 
er, that  an  increasingly  larger  role  in  continu- 
ing medical  education  must  befall  the  com- 
munity hospital.  Is  your  community  hospital 
equipped  to  meet  this  challenge? 

The  Senior  Medical  Consultants  Program, 
sponsored  by  National  Institutes  of  Health 
(NIH),  Bureau  of  Health  Manpower  Educa- 
tion, is  attempting  to  disseminate  teaching 
expertise  from  university  medical  centers  to 
non-affiliated  community  hospitals,  add  a pre- 
viously underutilized  medical  manpower 
resource  to  the  medical  education  milieu,  and 
generate  noteworthy,  relevant  continuing  med- 
ical education  when  and  where  the  practicing 
jdiysician  will  use  it.  Compulsorily  retired 
and  near-retired  faculty  members  from  medi- 
cal schools  in  New  York,  New  Jersey,  and 
Cionnecticut  were  selected  according  to  rigor- 
ous criteria  as  the  underutilized  manpower 
resource  for  this  pilot  project.  Their  faculty 
status,  eminent  reputations,  and  desire  to 
continue  teaching,  especially  wliere  most 
needed,  were  the  characteristics  which  made 
tliem  the  most  logical  manpower  choice  for 
this  program.  7'hese  physician-teachers  are 
acting  as  consultants  to  selectetl  community 
liospitals,  engaging  in  patient  presentations 
and  informal  discussions  witli  house  staff 
members  and  attendings  several  times  over 
the  course  of  an  academic  year,  d'liey  are 
sening  as  educational  adjuncts  to  existing 
continuing  medical  education  programs. 


Need  for  Change 

In  the  area  of  continuing  medical  education 
a marked  shortage  and  maldistribution  of 
quality  physician-teachers  already  exists.  This 
shortage  and  maldistribution  will  worsen  as 
responsibility  for  offering  CME  courses  con- 
tinues its  present  trend  of  shifting  from  the 
medical  schools  to  non-affiliated  hospitals.  In 
1962-1963,  medical  schools  offered  55  per  cent 
and  hospitals  offered  9 per  cent  of  the  CME 
■courses;  in  1971-1972  medical  schools  offered 
38  per  cent  of  the  CME  courses  and  hospitals 
offered  26  per  cent.^  VVe  see,  therefore,  that 
the  creation  of  physician-teacher  manpower 
resources  to  staff  these  non-affiliated  hospital 
CME  programs  satisfies  a growing  critical 
need.  Many  of  the.se  non-affiliated  hospital 
CME  programs  currently  count  on  the 
teaching  services  of  their  own  attending  staff. 
•Senior  Medical  Considtants  Program  is  de- 
signed to  supplement  these  existing  medical 
education  programs. 

The  American  .Association  of  Medical  Col- 
leges Committee  on  the  Expansioti  ol  .Medical 
Education  called  for  “diminished  dependence 
tq)on  the  importation  of  foreign  trained 
M.D.’s-’.’’  Until  then,  however,  our  non- 
affiliated  hospitals  have  the  yet  unattained 
goal  of  better  education  of  these  foreign 
physicians,  both  for  the  good  of  the  many 
patients  they  serve  heie  and  for  the  health  of 
the  doctors’  own  countrymen.  Exceptional, 
high  c]uality  physician-teachers  are  luxessary 
lor  this  difficult  task — men  who  can  both  im- 
part complex  medical  knowledge  and  move 
beyond  cultural  barriers.  Many  of  tlte  Senior 
Medical  Consultants  have  extensive  teaching 

i''Mc'ciical  I'.tliicaiion  in  the  I'.t/O  71"  in  )VMA. 

N'o\.  2.1.  1971,  \ ol.  gl«.  Nd.8 

v\.\MC  Coininiuc'c  Report,  journal  ol  Medical  i'.duca- 
lion,  46:10.')-1U),  1971 
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experience  with  foreign  medical  graduates. 
One  particularly  encouraging  sign  that  the 
CME  programs  of  these  non-affiliated  hospi- 
tals will  be  upgraded  in  the  near  future  is  the 
increase  in  the  proportion  of  hospital  direc- 
tors of  medical  education  (DME)  who  are 
full-time  personnel.  Sixty-four  per  cent  of  all 
DME’s  are  now  full-time.®  It  is  with  these 
physicians  that  the  SMC  staff  and  the  consult- 
ants themselves  most  often  communicate  and 
coordinate  their  teaching  activities.^ 

Today  we  need  to  extend  medical  education 
into  ghettos,  rural  areas,  and  suburbs,  which 
do  not  have  medical  school  professors  readily 
at  their  disposal,  but  do  have  to  deliver 
health  care.  With  the  galloping  complexity  of 
medical-technologic  advances,  the  question 
remains,  however,  how  do  we  entice  these 
practicing  physicians  to  continue  their  medi- 
cal education?  There  are  little  or  no  legal  or 
professional  requirements  for  them  to  meet, 
once  they  have  passed  their  state  boards.® 
Numerous  methods  for  the  non-affiliated  hos- 
pital are  available  in  this  respect,  but  the 
method  with  the  most  lasting  impact  would 
seem  to  be  “the  recruitment  of  qualified 
physician-teachers.” 

Innovative  programs  such  as  Senior  Medical 
Consultants  might  be  a step  in  the  right  di- 
rection toward  negating  the  need  for  such  a 
coercive  tactic  as  compulsory  education  for 
attending  physicians. 

Participating  Hospitals 

This  program,  which  started  only  four 
months  ago,  has  been  functioning  in  nineteen 
hospitals;  hospitals  in  which  teaching  sessions 
have  already  been  requested  and  scheduled 
and/or  held,  thus  far.  There  is  excellent  po- 
tential for  scheduling  sessions  in  more  hospi- 

’Medical  Education  in  the  U.S.,  1970-71,  op,  cit. 

‘See  Vaun,  W.  and  Leonard,  J.,  article— “The  Director 
of  Medical  Education”  in  The  Medical  Staff  in  the 
General  Hospital,  McGraw-Hill,  New  York,  1967,  and 
Letourneau,  Charles,  The  Hospital  Medical  Staff, 
Starling  Publ.,  Chicago,  1964,  for  detailed  descriptions 
of  the  roles  of  DME’s. 

‘In  recent  years,  however,  a few  states  have  legislated 
such  requirements.  Perhaps  this  represents  the  founda- 
tion of  a future  national  trend. 


tals  at  the  present  time.  Some  preliminary 
review  of  the  data  on  these  19  hospitals  indi- 
cates the  following: 

1.  They  are  all  medium-sized  hospitals  (the  mean  size 
is  347  beds) . 

2.  They  have  minimal  or  no  affiliation  with  a medical 
school. 

3.  All  but  one  have  at  least  80  per  cent  of  their 
house  staff  who  are  foreign  medical  graduates. 

4.  Of  the  nineteen  hospitals,  eight  are  in  New  Jersey, 
nine  are  in  New  York  State,  and  two  in  Connecticut 
—located  in  suburban  areas,  urban  areas,  and  ghettos. 

5.  Of  the  nineteen  hospitals,  three  serve  a primarily 
high  income  population,  three  a primarily  low  income 
population  and  thirteen  a “mixed”  income  population. 

6.  All  of  the  participating  hospitals  state  a need  to 
improve  their  medical  education  programs  in  a wide 
range  of  specialties:  mostly  in  internal  medicine,  rheu- 
matology, pediatrics,  surgery,  obstetrics,  gynecology, 
pathology,  psychiatry,  neurology,  and  radiology. 

7.  All  of  these  hospitals  have  directors  of  medical  edu- 
cation, twelve  of  whom  are  part-time  and  seven  of 
whom  are  full-time. 

8.  Some  of  the  participating  hospitals  already  have  well 
developed  continuing  medical  education  prog;rams  with 
medical  school  professors  consulting,  but  these  hos- 
pitals were  so  impressed  with  the  high  quality  of  the 
Senior  Medical  Consultants  that  they  requested  in- 
clusion of  a particular  specialty  or  sub-specialty  in 
their  own  programs. 

The  Physician  Teachers 

Faculty  members  are  from  medical  schools  in 
New  York,  New  Jersey,  and  Connecticut  who 
are  approaching  or  who  have  reached  a pre- 
determined retirement  age.  Many  of  these 
faculty  members  wish  to  continue  teaching 
and  being  near  retirement  have  increasing 
time  and  interest  to  devote  to  hospital  educa- 
tion programs.  Their  status  as  faculty  mem- 
bers ensures  that  their  teaching  and  commu- 
nicating skills  have  been  highly  developed. 

The  project’s  list  of  participating  physician- 
teachers  is  still  expanding  due  to  a continu- 
ous recruitment  program,  the  basis  of  which 
has  generally  been  the  attractiveness  of  the 
concept  itself.  The  number  of  physician- 
teachers  so  far  stands  at  44.  Midtiple  special- 
ties are  represented  in  an  outstanding  list  of 
talent  including  internal  medicine,  obstetrics, 
gynecology,  ophthalmology,  pathology,  pedia- 
trics, psychiatry,  radiology,  rehabilitation 
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medicine,  surgery,  and  genetics.  The  majority 
of  these  physician-teachers  are  committing 
themselves  to  between  two  and  four  sessions 
per  month.  This  pool  of  medical  educators  is 
confined  to  those  who  have  the  title  of  profes- 
sor, associate,  or  assistant  professor,  and  who 
have  had  extensive  experience  in  teaching, 
diagnostic  work,  and  research.  These  physi- 
cian-teachers, in  keeping  with  the  medical 
tradition,  believe  in  the  use  of  clinical  confer- 
ences with  case  presentations  as  the  most  di- 
rect and  effective  way  of  enhancing  continu- 
ing medical  education.  These  physician- 
teachers  are  continuously  engaged  in  the  proc- 
ess of  up-dating  their  own  and  their  stu- 
dents’ medical  knowledge,  thus  making  them 
doctors  of  the  future  not  of  the  past. 

Evaluation  and  Follow-up 

Both  the  hospital  and  the  physician-teacher 
are  asked  to  complete  a short  evaluation  to 
record  salient  facts  and  reactions  to  each 
teaching  session.  Upon  receipt  of  the  evalua- 
tion, a check  for  the  honorarium  is  issued  to 
the  physician-teacher. 

Description  of  Consultation  Services 

Physician-teachers  are  contributing  to  the 
programs  by  being  available  for  meetings 
several  times  a month,  rather  than  by  present- 
ing only  a single  lecture  at  a hospital.  In  this 
way,  working  relationships  are  developing  be- 
tween them  and  the  hospital  staff  members. 
There  is  more  potential,  consequently,  of  in- 
volving those  attendings  and  local  physicians 
who  do  not  usually  participate  in  continuing 
education  programs.  Some  physician-teachers 
are  able  to  participate  in  clinical  conferences 
only  a few  times  a year;  more  commonly  the 
pattern  is  for  them  to  offer  their  services 
much  more  often,  perhaps  up  to  two  or  three 
times  a week.  Those  with  sufficient  time  are 
rotating  among  several  hospitals,  visiting  each 
one  weekly.  The  program  is  flexible  to  ac- 
commodate the  needs  of  both  hospital  pro- 
grams and  physician-teacher’s  schedules.  The 
program  provides  a token  honorarium  for 
each  session  (about  two  to  three  hours).  The 
teaching  activity  is  considered  by  the  physi- 


cian-teachers as  a civic  service.  These  teachers 
are  not  to  supplant  private  consultants.  They 
are  not  involved  in  any  peer  function.  The 
program  is  flexible  enough  to  conform  to  the 
needs  and  desires  of  the  utilizing  hospital  and 
these  men  could  participate  as  desired  or  re- 
quested in  the  diagnosis  or  management  of 
complex  cases,  in  the  introduction  of  new  ap- 
proaches and  methods,  and  aid  in  the  creation 
of  small  “teaching  centers.’’  They  participate 
in  clinical  conferences  and  ward  rounds  and, 
in  general,  bring  teaching  center  expertise  to 
outlying  institutions.  The  outstanding  feature 
of  this  innovative  teaching  program  is  that  it 
delivers  the  expertise  of  medical  schools  di- 
rectly to  the  practicing  physician  in  relation 
to  the  patients  who  are  most  relevant  to  him — 
his  own. 

Evaluation 

The  evaluation  of  this  program  will  fall  into 
one  of  the  following  categories:  (1)  hospitals’ 
CME  needs,  (2)  physician-teachcr  manpower 
resources  for  meeting  these  needs,  (3)  utiliza- 
tion, and  (4)  impact  of  program.  Data  relevant 
to  the  program  will  be  acquired  from  the 
reactions  of  directors  of  medical  education, 
chiefs  of  services,  hospital  residents,  interns, 
and  attendings  to  those  hospitals,  and  from 
the  physician-teachers.  The  staff  of  senior 
medical  consultants  is  beginning  to  gather 
pertinent  data  through  a variety  of  evalua- 
tion mechanisms,  data  of  both  quantitative 
and  qualitative  natures. 

Conclusion 

^\dlile  university  hospital  and  medical  school 
complexes  are  the  main  teaching  centers,  the 
activities  of  physician-teachers  in  this  pro- 
gram will  contribute  to  the  develo|mienl  of 
small  teaching  centers  in  community  hospi- 
tals which  do  not  have  this  type  of  activity. 
The  dissemination  of  teaching  resources  m.ay, 
in  time,  help  hospitals  to  attract  house  staff 
members  with  a ^vider  variety  of  backgrounds 
than  is  now  the  case.  In  sum,  a (ontinued 
healthy  competition  between  non-alfiliated 
hospitals  and  tho.se  affiliated  with  medical 
schools  may  very  well  enhance  the  education- 
al and  health  .service  systems. 
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Perhaps  the  real  contributions  of  such  an  in- 
novation as  Senior  Medical  Consultants  can 
be  summarized  best  in  some  of  the  words  of 
participating  hospitals  and  physicians. 

One  teacher  commented:  “The  attendance 
was  a most  satisfactory  one,  and  I enjoyed 
being  with  the  group  very  much,  because 
they  evinced  an  interest  which  exceeded  my 
most  sanguine  expectations.  Following  the 
formal  talk,  I invited  an  open  discussion  and 
question  period.  This  also  exceeded  my  expec- 
tations, particularly  since  most  of  it  emanated 
from  the  resident  staff.”  The  Senior  Medical 
Consultants’  staff  was  curious  to  learn  of  the 
hospital’s  evaluation  of  tlie  same  teaching  ses- 
sion. It  came  a few  days  later  in  the  form  of 
an  invitation  to  the  same  teacher  to  conduct 
eight  additional  teaching  sessions  in  his  field, 
plus  a separate  invitation  for  eight  teaching 
sessions  to  be  conducted  by  teachers  from  an- 
other specialty  field.  Another  hospital  evaluat- 


'Inquiries  from  directors  of  medical  education,  hos- 
pital administrators  and  interested  faculty  members 
are  welcome,  and  should  be  addressed  to  Joseph  Mol- 
daver,  M.D.,  Director,  Senior  Medical  Consultants  Pro- 
gram, 140  East  54th  Street,  New  York,  10022  (phone: 
212-838-6047) ; or  the  Administrative  Office  of  Senior 
Medical  Consultants  Program,  St.  Baniabas  Hospital, 
Third  Avenue  and  183rd  Street,  Bronx,  New  York 
10457  (phone:  212-295-2000). 


ing  the  same  physician-teacher  wrote:  “Your 
adjectives  should  have  included  ‘excellent’. 
Dr.  . . . captivated  everyone.  Age  has  done 
nothing  to  his  volume  of  knowledge  or  famil- 
iarity with  modern  medicine.  He  was  just  a 

joy-” 

An  Advisory  Council  for  the  Senior  Medical 
Consultants  Program  has  been  formed,  consist- 
ing of  leading  clinicians,  educators,  adminis- 
trators and  leaders  in  the  health  fields  (their 
names  are  listed  below*).  Council  members 
have  been  meeting  regularly  over  the  past  ten 
months  to  formulate  program  policies.® 

*Advisory  Council,  Senior  Medical  Consultants 
(S.M.C). 

Dana  W.  Atchley,  M.D. 

Jeremiah  A.  Barondess,  M.D. 

David  P.  Barr,  M.D. 

Addison  Bennett 
Detlev  VV.  Bronk,  Ph.D. 

Andre  Cournand,  M.D. 

A.  Wilbur  Duryee,  M.D. 

Richard  H.  Freyberg,  M.D. 

Frank  Glenn,  M.D. 

George  H.  Humphreys  II,  M.D. 

IV.  Graham  Knox,  M.D. 

John  T.  Kolody 
Joseph  Moldaver,  M.D. 

Robert  L.  Patterson,  M.D. 

Howard  A.  Rusk,  M.D. 

Frank  E.  Stinchfield,  M.D. 

L.  Ramsay  Straub,  M.D. 

Peter  B.  Terenzio 
Irvin  G.  Wilmot 
Irving  S.  Wright,  M.D. 

Harry  M.  Zimmerman,  M.D. 


Influenza  in  1971 


The  federal  government  reported,  at  the  end 
of  1971,  that  outbreaks  of  influenza  were  hop- 
scotching  across  the  country  in  a fashion  typi- 
cal of  the  19G9  epidemic  that  struck  an  esti- 
mated 30  million  Americans. 

The  National  Center  of  Disease  Control 
(NCDC)  said  some  of  the  influenza  has  been 
identified  as  the  Hong  Kong  variety  and  some 
as  “influenza-like.”  School  absenteeism,  rang- 
ing as  high  as  30  per  cent,  was  reported  by 
communities  hardest  hit  by  the  infection. 

The  influenza  struck  swiftly  and  spread  rapid- 
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ly.  Practically  no  outbreaks  were  reported  by 
state  health  departments  in  a telephone  sur- 
vey conducted  by  the  NCDC  on  November 
17.  But  another  phone  surv'ey  on  December 
21  revealed  outbreaks  in  New  England,  the 
middle  Atlantic  states,  midwest,  south,  and 
the  far  west.  7'he  Hong  Kong  influenza  “has 
been  documented  in  Connecticut,  Kansas, 
Michigan,  New  Jersey,  and  Utah.” 

The  World  Health  Organization  said  that 
influenza  epidemics,  many  of  them  caused  by 
the  Hong  Kong  virus,  have  broken  out  in  both 
eastern  and  western  Europe. 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 miUion 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey —“The  Build 
and  Blood  Pressure  Study^' 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  “Effects  of  Treatment  on 
Morbidity  in  Hypertension"^ and 
the  “Framingham  Study"  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  rruld  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  ButUI  tnui  Blooii  Pressure  Sfin/y,  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive  Agents,  “Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA2/3:1143-n52,  Aug,  17,  1970. 

3.  Kannel,  William  B.,  et  til..  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
)AMA  2/4;301-310.  Oct.  12,  1970. 

4.  Kirkendall,  Walter  M.;  “What's  With  Hypertension  These  Days?" 
Consultant,  Jan  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  “VVTiat's 
With  Hypertension  These 
Days?'"*  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  “Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 

Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDlURlL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  beriefit 
from  it,  because  HydroDlURlL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 

25-  and  50- mg  tahli'ts 

HydroDlURlL 

(Hydrochlorothiazicic|MSD^ 
Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


MSP 

MERCK 

SHARR. 

DOHME 


25-  and  50-mg  tablets 

HydroDIURIC 

(Hydrochlorothiazidel  MSD) 
Therapy  to  Start  With 


Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  nuld  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURlL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURlL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  A nuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURlL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  o 
treated  by  use  of  potassium  chloride  or  giving  food; 
with  a high  potassium  content.  Similarly,  any  chloride! 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largeh 
prevented  by  a near  normal  salt  intake.  HypochloremiJ 
alkalosis  occurs  infrequently  and  is  rarely  severe.  Iil 
severely  edematous  patients  with  congestive  failure  o 
renal  disease,  a low  salt  syndrome  may  occur  if  dietarj 
salt  is  unduly  restricted,  especially  during  hot  weatheil 

Thiazides  may  increase  responsiveness  to  tubocul 
rarine.  The  antihypertensive  effect  of  the  drug  may  bl 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces 
sitating  care  in  surgical  patients.  Discontinue  drug  4 
hours  before  elective  surgery.  Orthostatic  hypotensio: 
may  occur  and  may  be  potentiated  by  alcohol,  barbii 
urates,  or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  wit 
hypercalcemia  and  hypophosphatemia  have  been  see 
in  a few  patients  on  prolonged  thiazide  therapy.  Th 
effect  of  discontinuing  thiazide  therapy  on  serum  ca! 
cium  and  phosphorus  levels  may  be  helpful  in  assess 
ing  the  need  for  parathyroid  surgery  in  such  patient: 
Parathyroidectomy  has  elicited  subjective  clinical  irr 
provement  in  most  patients,  but  has  no  effect  o 
hypertension.  Thiazide  therapy  may  be  resumed  aftc 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patient, 
gout  may  be  precipitated.  May  affect  insulin  require 
ments  in  diabetics;  may  induce  hyperglycemia  an 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  includ 
thrombocytopenia,  leukopenia,  agranulocytosis,  apla; 
tic  anemia,  cholestasis,  and  pericholangiolitic  hepatiti 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pare: 
thesias,  transient  blurred  vision,  sialadenitis,  purpur 
rash,  urticaria,  photosensitivity,  or  other  hypersens 
tivity  reactions  may  occur.  Cutaneous  vasculitis  pn 
cipitated  by  thiazide  diuretics  has  been  reported  i 
elderly  patients  on  repeated  and  continuing  exposui 
to  several  drugs.  Scattered  reports  have  linke 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  thron 
bocytopenia,  and  neonatal  jaundice.  When  adver; 
reactions  are  moderate  or  severe,  the  dosage  (| 
thiazides  should  be  reduced  or  therapy  withdraw  I 


For  more  detailed  information,  consult  your  MSD 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc..  lA^esf 
Point.  Pa.  1 9486 


MSC 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
withrfull  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 limes  a day.  Precautions  arc  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
bo  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrano 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

Daring  pregnancy  or  when  Kd.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRRSS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


Announcing 


Roche  Clinical  Laboratories 


Professional  ^ 
Consultation 


An  Advanced 
Diagnostic  Center  for  i 
Standard,  Endocrine^ 
and  Special  Laboratory^! 


A New  Commitment  in  Health  Care 


Computerized 
Quality  Control 
k to  prevent  error 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 

Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  ail  part  of 
this  rapid,  accurate  diagnostic  service. 

The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


ROCHE 


A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell,  New  Jersey  07006 

Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories  Services 

□ Please  send  the  Roche  Clinical 
Laboratories  Reference  Manual 

□ Please  have  a Roche  Professn  mal 
Representative  contact  me 

Doctor 

Address 

City 

/,p  S-l  N:-. 


advertising  contributed 
for  the  public  good 
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PrG**SdtO®  (chlorphentermine  hydrochloride) 
Caution:  Federal  law  prohibits  dispensing  without  prescrip* 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  Increased  ano- 
rexigenic  effect;  discontinuethe  drug.  Tolerance totheanorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  In  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard, 
hfow  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


take  a new 
look  at 


(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant''‘«w 


low  potential  for;  ^ 

□ stimulatory  ‘jolt’  ^ wUf 

□ post-therapeutic  ‘let-db^’ 

□ excessive  CNS  stimulatidn  ^ 

□ drug  abuse 

Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to 
total  program  of  caloric  reduction 

Pre-Sate— a short-term  adjunct... 
not  a substitute...to  your  total 
program  of  weight  reduction 


Warner-Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 


In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


I 


it 

i 

ll! 

iK) 


Sterile  Trobiein® 

(specfinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobiein  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobiein.  Not  indicated  for  the  treatment 

of  syphilis.  *^1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  a 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 


Safety  for  use  in  infants,  children  and  pregnant  women  has  nol 
been  established. 


Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  shauld  be  monitored  tc 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae 


Adverse  reactions:  The  following  reactions  were  observec 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norma 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo 
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liSbicin' 


sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


1 

iligh  cure  rate:*  96%  of  571  males,  95%  of  294  females 

Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

I Uo  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
’vhen  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

I Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75  20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
iljOO  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

li'Jote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
L/mptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
piffective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
Lonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
I e instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
jypersensitive  to  it. 

^ ata  compiled  from  reports  of  14  investigators.  ‘^'•'Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thoyer- 
lartin  medio  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
liieatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
Vpllow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
■ilat  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
jiilures.  These  cases  were  regarded  as  non-evaluatgble  and  were  not  included. ° 


jobinj'  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
nje  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
'udies  in  normal  volunteers,  a reduction  in  urine  output  was 
jilted.  Extensive  renal  function  studies  demonstrated  no  con- 
tUent  changes  indicative  of  renal  toxicity. 


psage  and  administration:  Keep  at  25°C  and  use  within 
i hours  after  reconstitution  with  diluent. 

40le  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
^pnorrheal  proctitis  and  patients  being  re-treated  after  failure 
ft  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
iflographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
7‘,lent,  initial  .treatment  with  4 grams  (10  ml)  intramuscularly  is 
! Inferred. 

I timole  — single  4 gram  dose  (10  ml)  intramuscularly. 

Ijw  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Baclerio- 


satic  Water  lor  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med  b-i  s (lwbi 
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MAKE  A 
DIFFERENCE 


Overcrowding,  unemployment,  discrimination  and  hunger  con- 
tribute to  mental  illness.  They  also  serve  as  barriers  between  the 
poor  and  proper  diagnosis  and  effective  treatment  of  mental  illness. 

The  National  Association  for  Mental  Health  is  committed  to 
tackling  the  problems  of  the  disadvantaged,  by  helping  them 
secure  the  benefits  of  advances  in  the  prevention,  diagnosis  and 
treatment  of  health  problems. 

Your  Mental  Health  Association  is  working  to  ensure  that  services 
for  the  mentally  ill  are  provided  in  areas  where  they  are  needed 
the  most. 


JOIN  AND  SUPPORT  YOUR 
MENTAL  HEALTH  ASSOCIATION 

Citizens  Who  DO  Make  A Difference 
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iMOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 


"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO-NIACIN 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


COLE 


please  see  next  page  for  pre.scribing  information  — 


Promote  Productive  Cough- 


r 
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"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 


"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include-. 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long  term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NOC  55-6458. 


lODO-NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  //  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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PHARMACAL  CO.  INC. 

St.  Louis,  Mo.  63108 


NEW  JERSEY  DOCTORS’  NOTEBOOK 


Keeping  the  Retarded  Home 

Our  Committee  on  Mental  Retardation  calls 
attention  to  the  fact  that  doctors  are  often  too 
quick  to  recommend  institutional  placement 
for  the  mentally  retarded.  Following  is  the 
policy  statement  by  that  Committee: 

Home  Care  of  the  Mentally  Retarded 
Versus  Residential  Placement 

It  is  the  judgment  of  the  Committee  on  Men- 
tal Retardation  that  very  often  the  primary 
physician  recommends  residential  placement 
of  a mentally  retarded  infant  or  young  child. 
This  early  recommendation  in  many  in- 
stances is  detrimental  to  the  infant  or  child 
and  may  also  lead  to  a guilt  complex  on  the 
part  of  the  parents. 

It  is  recognized  that  there  are  some  circum- 
stances under  which  early  residential  care  is 
timely  and  essential. 

There  are  valid  reasons  for  home  care  of  the 
young  retarded  person,  regardless  of  whether 
one  looks  at  the  problem  from  the  viewpoint 
of  society,  the  parent,  or  the  child.  Society, 
the  taxpayer,  is  saved  enormous  sums  of  mon- 
ey by  home  care  rather  than  traditional  res- 
idential care.  Furthermore,  indiscriminate 
residential  placement  places  infants  and  chil- 
dren in  beds  who  do  not  need  extensive  reha- 
bilitation or  24  hour  nursing  care,  thus,  de- 
priving infants  and  children  who  do  need 
this  residential  placement  of  access  to  beds  in 
institutions. 

From  the  parent’s  viewpoint,  home  care  es- 
sentially is  preferable,  because  it  permits 
sufficient  time  for  the  parents  to  make  a ra- 
tional j)lan  for  the  care  of  the  child.  This 
permits  parental  decision  based  on  facts  and 
experience  rather  than  on  a professional 
opinion  alone.  T he  retarded  child  benefits 
from  home  care  by  receiving  love,  sibling 
contact,  and  a greater  emotional  develop- 


ment. It  permits  the  mother-child  relation- 
ship in  stimulating  emotional  maturation  as 
well  as  physical  care.  A second  argument  for 
home  care  is  that  often  initially  there  is  an 
inaccurate  assessment  of  the  degree  of  mental 
retardation,  which  could  be  catastrophic  to 
the  child  if  early  residential  placement  has 
occurred. 

The  eaily  residential  placement  of  a victim  of 
Down’s  Syndrome  is  usually  not  indicated. 
This  deprives  the  child  of  emotional  matura- 
tion, adjustment  to  society,  and  the  realiza- 
tion of  his  or  her  full  potential.  Most  of  these 
children  can  attend  kindergarten  and  special 
classes  in  the  regular  school  systems,  thus  per- 
mitting additional  emotional  maturation  and 
develojmient,  which  arc  lost  in  a residential 
setting. 

It  is  thus  recommended  that  residential  place- 
ment for  the  mentally  retarded  infant  or 
child  be  held  off  as  long  as  possible,  with  the 
final  decision  being  made  by  the  parent  trith 
professional  guidance. 

Coimnittee  on  Mental  Retardation 

Atiles  F..  Drake,  M.D.,  Cliairinan 
F.ugene  Revitdi,  M.D. 

Catherine  .Spears,  M.D. 

Robert  A.  Weinstein.  M.D. 

Harry  Yolken,  M.D. 


Erratum 

I ti  the  article  on  lead  poisoning, 
pages  101  through  105  of  the  February 
1072  issue  (Volume  00,  No.  2),  tlic 
measure  of  the  lead:  serum  levels  was 
listed  as  milligrams,  it  should,  of 
course,  have  l>cen  mierograms.  The 
Journal  regrets  that  this  error  was  not 
jnckeil  up  in  the  author’s  proofs  and 
pitblishes  this  correction  to  set  the  rec- 
ord straiglit. 
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Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  February  1972: 


1972  1971 

February  February 


Aseptic  meningitis 

9 

3 

Primary  encephalitis 

1 

0 

Hepatitis:  Total 

308 

327 

Infectious 

222 

264 

Serum 

86 

63 

Malaria:  Total 

1 

19 

Military 

1 

19 

Civilian 

0 

0 

Meningococcal  meningitis 

8 

5 

Mumps 

82 

273 

German  measles 

32 

37 

Measles 

74 

50 

Salmonella 

58 

54 

Shigella 

13 

30 

Tuberculosis  Mortality 

Tuberculosis  is  now  23rd  in  the  United  States 
among  the  leading  causes  of  death.  This 
should  not  obscure  the  more  important  fact 
that  it  is  by  far  the  most  important  leading 
cause  of  death  among  the  reportable  infec- 
tious diseases.  During  the  last  decade  for 
which  final  mortality  statistics  are  available 
(1959-1968),  tuberculosis  killed  more  Ameri- 
cans than  all  the  other  reportable  infectious 
diseases  combined.  Only  the  pneumonias, 
which  are  classified  with  the  non-notifiable 
acute  communicable  diseases,  accounted  for 
more  deaths  than  tuberculosis. 

In  recent  years  the  still  large  number  of  tu- 
berculosis deaths  have  been  viewed  with  the 
same  degree  of  concern  as  deaths  from  other 
communicable  diseases,  which,  singly  or  as  a 
group,  contribute  relatively  fewer  deaths  to 
the  general  mortality  rate. 

Because  local  health  agencies  have  been  suc- 
cessful in  reducing  incidence,  prevalence,  and 
mortality  rates,  an  illusion  may  have  been 
created  that  tuberculosis  is  no  longer  a seri- 
ous public  health  problem.  In  1970,  for  ex- 
ample, New  Jersey  reported  2,013  new  cases 
of  tuberculosis;  a case  rate  of  28.0  per  100,- 


000.  Furthermore,  1,281  new  active  cases  were 
reported;  a case  rate  of  17.8  per  100,000.  In 
addition,  the  cause  of  death  for  245  individu- 
als was  tuberculosis  that  year.  In  spite  of  con- 
siderable reduction  in  case  rates  and  death 
rates,  tuberculosis  continues  to  be  a tragic 
personal  and  social  evil  as  well  as  a drain  on 
the  economy. 


New  Pacemaker  Development 

A Columbia  University  engineer  and  a team 
of  Israeli  researchers  have  developed  an  elec- 
tronic heart  pacemaker  powered  by  batteries 
that  can  be  recharged  without  removing 
them  from  the  patient’s  chest.  These  nickel- 
cadmium  batteries  are  expected  to  last  about 
25  years.  They  are  recharged  by  transmitting 
radio  frequency  power  to  them  through  the 
patient’s  skin.  Dr.  Robert  Bernstein,  a profes- 
sor of  electrical  engineering  at  Columbia’s 
School  of  Engineering  and  Applied  Science, 
indicates  that  this  cardiac  pacemaker  had  dis- 
tinct advantages  over  current  models,  which 
depend  upon  mercury  cells. 

The  mercury  cell  batteries,  he  said,  “run 
down  after  18  to  24  months  of  use  and  must 
be  replaced  by  a surgical  operation.”  Re- 
charging pacemaker  batteries  without  open- 
ing up  the  patient,  he  said,  is  an  obvious 
improvement. 

The  new  electronic  pacemaker  was  developed 
in  Israel  in  1970  while  Dr.  Bernstein  was  a 
Visiting  Fellow  at  the  Weizmann  Institute  in 
Israel.  His  research  colleagues  are  Drs.  H. 
Fischler  and  E.  Erei  of  Weizmann  Institute, 
and  Dr.  E.  Kaplinski  and  H.  N.  Neufeld  of 
the  Tel  Hashomer  Heart  Institute. 

The  American  manufacturer  of  the  new 
cardiac  pacemaker  was  identified  as  Electro- 
Catheter  Corporation  of  Rahway,  New  Jer- 
sey. Although  its  cost  is  far  from  being  set, 
Dr.  Bernstein  said  he  expects  it  will  be  “un- 
der $1,000,’’  which  is  approximately  the  cost 
of  nou-rechargeable  pacemakers. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing inforynation  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


ANESTHESIOLOGY -P.  Cuni,  M.D.,  2620  SW  14th 
Street,  Miami,  Florida  33145.  University  of  Havana 
1957.  Group,  partnership,  solo,  institution.  Avail- 
able. 

CARDIOLOGY— Robert  F.  Marvin,  M.D.,  1118-C  John 
Street,  Charlottesville,  Virgfinia  22903.  Temple  1965. 
Board  certified  in  internal  medicine.  Group,  part- 
nership, or  hospital.  Available  July  1972. 

GASTROENTEROLOGY -Arthur  Tuch,  M.D.,  914  South 
Avenue,  Apt.  G6,  Secane,  Pennsylvania  19018.  NYU 
1965.  Board  eligible.  Partnership  or  group.  Available 
November  1972. 

Kambiz  Azmudeh,  M.D.,  700  Riddle  Road, 
Cincinnati,  Ohio  45220.  Tehran  1964.  Board  eligible. 
Group  or  partnership.  Available  July  1972. 

GENERAL  PRACTICE-Biagio  Scialpi,  M.D.,  1.56  Caryl 
Avenue,  Yonkers,  New  York  10705.  University  of 
Bari  (Italy)  1949.  Solo  or  partnership.  Available 
July  1972. 

INTERNAL  MEDICINE— Stephen  M.  Druckman,  M.D., 
3910  Powelton  Avenue,  Philadelphia,  Pennsylvania 
19104.  Jefferson  1967.  Board  eligible.  Subspecialty, 
gastroenterology.  Partnership  or  group.  Available 
July  1972. 

T.  N.  Paul,  M.D.,  2900  Lincoln  Avenue,  North 
Riverside,  Illinois  60546.  Calcutta  Medical  1954. 
Board  eligible.  Subspecialty,  endocrinology.  Group, 
partnership,  or  institutional.  Available  July  1972. 

Hugh  McGrath,  Jr.,  M.D.,  608  Magnolia  Street,  New 
Llano,  Louisiana  71461.  Georgetown  1966.  Board 
eligible.  Group.  Available  July  1972. 

Manuel  M.  Liu,  M.D.,  655  East  1 Itli  Street,  New 
York  10009.  University  of  Philippines  1965.  Board 
eligible.  Subspecialty,  chest  diseases.  Institution, 
group,  or  partnership.  Available  August  1972. 

NEUROLOGY— Richard  N.  Selby,  M.D.,  1705  Spaatz 
Drive,  CAFB,  Rantoul,  Illinois  61886.  Downstate 
Medical  1962.  Board  eligible.  Group,  parlncrship, 
institution,  or  solo.  Available  September  1972. 

OPHTHALMOLOGY-J.  Louis  Pecora.  M.D.,  18  Tilton 
Avenue,  Kittei^,  Maine  03904.  Downstate  Medical 
Center  1967.  Board  eligible.  Association  or  solo. 
Available  July  1972. 

Barry  F.  Bader,  M.D.,  U.S.  Quarantine  Station,  1365 
Bay  Street,  Staten  Island,  New  York  10305.  New  York 


Medical  1967.  Board  eligible.  Group,  partnership, 
or  association.  Available  July  1972. 

Kenette  Kay  Sohmer,  M.D.,  Apt.  209,  Knight  House, 
Cooperstown,  University  of  Kentucky,  Lexington, 
Kentucky  40506.  University  of  Kentucky  1968.  Board 
eligible.  Group,  partnership,  or  solo.  Available 
July  1972. 

Ronald  C.  Moore,  M.D.,  13  West  Kinney  Avenue, 
Mount  Pocono,  Pennsylvania  18344.  Jefferson  1919. 
Board  eligible.  Group  or  partnership.  Available 
February  1972. 

Gilbert  B.  Sussman,  M.D.,  16  Hopkins  Road,  Liver- 
pool, New  York  13088.  Downstate  Medical  Center 
1967.  Group,  partnership,  or  association.  Available 
July  1972. 

ORTHOPEDIC  SURGERY -Stephen  Dineberg,  M.D., 
4412A,  USAF  Academy,  Colorado  Springs,  Colorado 
80900.  Hahnemann  1965.  Board  eligible.  Partner- 
ship or  solo.  Available  June  1972. 

OTOLARYNGOLOGY  —Stefan  A.  Kucinski,  M.D.,  New- 
ton Professional  Center,  Newton,  Connecticut  06470. 
Warsaw  (Poland)  1959.  Board  eligible.  Solo.  Avail- 
able. 

Stephen  R.  Geller,  M.D.,  3807  Pecan  Street,  Ports- 
mouth, Virginia  23703.  Chicago  1966.  Board  eligible. 
Group  or  partnership.  Available  July  1973. 

PEDIATRICS— Sanford  S.  Epstein,  M.D.,  621  Empire 
Boulevard,  Brooklyn,  New  York  11213.  University  of 
Bologna  1965.  Board  eligible.  Group,  partnership, 
or  association.  Available  July  1972. 

Noel  M.  Wicderliorn,  M.D.,  42-10  Golden  Street, 
Flushing,  New  York  11355.  New  York  Medical  Col- 
lege 1969.  Board  eligible.  Group  or  partnership. 
Available  June  or  July  1972. 

SURGERY— John  M.  Parsons,  M.D.,  215A  84th  Street, 
Virginia  Beach,  Virginia  23451.  Jefferson  1964. 
Board  certified.  Partnership  or  group.  Available 
July  1972. 

C.  R.  Cbattcrjee,  M.D.,  Department  of  Urology,  Uni- 
versity of  North  Carolina  Medical  Center,  Chapel 
Hill,  North  Carolina  27514.  University  of  Calcutta 
1958.  Board  certified.  Subspecialty,  urology.  Partner- 
ship or  association.  Available  July  1972. 

N.V.  Dandekar,  M.D.,  10  Autumn  Street.  #17, 
Boston,  Massachusetts  02215.  G.  S.  Medical  (India) 
1958.  Board  certified.  Subspecialty,  thoracic  surgery. 
Group,  partnership,  hospital. 

Brian  G.  Miscall,  M.D.,  4214  Bethel  Church  Road, 
Columbia,  South  Carolina  29206.  Cornell  1964. 
Board  certified.  Group,  fulltime  haspital,  |>artner- 
ship.  Available  September  1972. 

M.  Fallahnejad.  M.D.,  5115  \\ivsahickon  .\venue, 
A-26,  Philadeli>hia,  Pennsylvania  19144.  Tehran 
1961.  Subspeeialiy,  thoracic  surgery.  Boaid  certified 
in  liotit  general  and  thoracic  surgery.  Group,  p.nt- 
nership.  or  teaching.  .\\ .lilable. 

UROLOGY-N.  R.  .\min,  M.D.,  22.50  .South  17th  .\\c- 
nue.  North  Riverside,  Illinois  60546.  B.  ).  Medical 
College  (India)  1961.  Groii|)  or  institution.  ,\vail 
able. 
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FDA  Proposes 
Box-Labeling  Regulation 

The  U.  S.  Food  and  Drug  Administration  has 
proposed  one  new  regulation  and  finalized 
another,  both  of  which  will  have  an  impact 
on  the  physician  in  his  daily  practice. 

The  first  regulation,  published  as  a proposal 
in  mid-October  and  expected  to  be  initiated 
soon,  will  require  advertisements  for  prescrip- 
tion drugs  that  appear  in  medical  journals, 
the  package  insert,  and  all  other  product 
labeling  to  include  special  information  where 
the  FDA  has  raised  doubts  as  to  effectiveness. 
This  so-called  “box-labeling”  (named  because 
the  data  will  be  enclosed  in  a special  box) 
could  be  confusing  unless  the  practitioner  is 
thoroughly  informed  about  past  events  related 
to  the  FDA’s  drug  effectiveness  review. 

In  1962,  Congress  passed  amendments  requir- 
ing all  new  medicines  to  demonstrate  “sub- 
stantial evidence”  of  effectiveness.  The  new 
law  also  required  the  FDA  to  review  the  effec- 
tiveness of  hundreds  of  pre-1962  prescription 
ilrugs. 

With  the  cooperation  of  the  industry,  FDA 
turned  to  the  National  Academy  of  Science- 
National  Research  Council  for  assistance. 
Panels,  drawn  largely  from  the  universities 
and  teaching  hospitals,  were  named  to  evalu- 
ate medicines  in  30  therapeutic  categories. 
The  panels  examined  published  information 
and  relied  to  a considerable  extent  on  their 
own  experience  and  that  of  their  associates. 
They  reported  back  to  the  FDA  as  to  whether 
they  considered  drugs  to  be  “effective,”  “prob- 
ably effective,”  “possibly  effective”  or  “ineffec- 
tive” in  relation  to  more  than  10,000  thera- 
peutic claims. 

Since  the  experts  had  difficulty  classifying 
many  products  with  any  degree  of  scientific 
finality,  many  of  the  findings  were  imprecise, 
hedged,  or  qualified  to  encompass  differences 
in  opinion.  Two  new  categories  were  created — 
“effective,  but”  and  “ineffective  as  a fixed 


combination” — to  categorize  products  that 
were,  respectively,  held  to  be  effective  medi- 
cines but  needing  some  labeling  changes,  or 
medicines  that  were  combined  in  fixed  ratios 
that  panelists  believed  constituted  “irration- 
al” therapy.  The  latter  classification  was  based 
on  the  philosophical  contention  that  drugs, 
while  they  may  be  fully  effective,  should  be 
individually  titrated  rather  than  combined  in 
fixed  dosages. 

In  many  cases,  pharmaceutical  firms  accepted 
the  subsequent  edict  of  the  FDA  that  general- 
ly, but  not  always,  reflected  the  recommenda- 
tion of  the  NAS-NRC  panels.  Some  products 
were  voluntarily  removed  from  the  market.  In 
other  cases,  the  drug  firms  differed  with  the 
government’s  findings,  and  they  set  about  de- 
veloping new  proofs  of  effectiveness  or  con- 
tested the  FDA’s  action  in  other  ways. 

Many  of  the  controversies  about  individual 
drugs  remain  unsolved  and  the  affected  prod- 
ducts  remain  on  the  market  and  available  for 
prescription.  Some  of  them  are  long- 
established,  widely-used  medications.  It  is  this 
category  of  medicines  to  which  the  box- 
labeling would  apply.  The  new  FDA  regula- 
tions propose  notifying  the  doctor  that  there 
is  a difference  in  viewpoint  about  a given 
medication,  specifically  that  the  NAS-NRC,  or 
in  some  cases  the  FDA  acting  on  its  own, 
regard  the  product  to  be  something  less  than 
effective  for  certain  stated  indications  based 
on  available  evidence. 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta' 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

I Stuart  I 

V J PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Dt  l.  19R99 


Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  adverti.sement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
disciussion  of  other  Pre.scribing  Information.) 


\ 
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brand  of 


a new  outlook  in 

dironic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely'  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha: 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . C\\nica.\  experience  with  Talwin  over- 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othei 
supportive  measures  should  be  employed  as  indicated.  Assisted  oi 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100, 
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ANNOUNCEMENTS 


Medical  Women  Meet 

The  next  meeting  of  the  New  Jersey  Medical 
Women’s  Association  will  be  held  Wednesday, 
April  12,  1972,  at  the  Holiday  Inn  in  Kenil- 
worth at  6:00  p.m.  Hannah  Elizabeth  Seitzick- 
Robbins,  M.D.,  of  Trenton  will  be  honored  at 
this  meeting  as  the  “Woman  of  the  Year.’’ 

OB-GYN  Colloquium  in  May 

The  American  College  of  Obstetricians  and 
Gynecologists  announces  an  annual  clinical 
meeting  in  Chicago,  May  1 to  4,  1972.  The 
program  includes  a variety  of  obstetric  and 
gynecologic  topics  of  current  interest — lec- 
tures, seminars,  reports  on  research,  and  break- 
fast and  luncheon  conferences.  For  non-inem- 
bers  the  registration  fee  is  $75.  For  further  in- 
formation, please  write  to  Dr.  Donald  Richard- 
son, American  College  of  Obstetricians  and 
Gynecologists,  79  West  Monroe  Street,  Chicago 
60603. 

Educational  Programs  in  Trenton 

The  Mercer  Hospital  in  Trenton  announces 
two  special  presentations  for  May  and  June 
1972.  On  May  2,  the  meeting  will  concern 
the  asthmatic,  and  the  June  6 agenda  is  listed 
as  “Pitfalls  of  Testing  for  Cystic  Fibrosis.’’ 
Meetings  are  held  at  7:30  p.m.  on  the  5th 
floor  conference  room  at  the  hospital  (446 
Bellevue  .-Vvenue  in  Trenton) . This  is  part  of 
the  “circuit  riding  educational  program’’ 
sjionsored  by  the  New  Jersey  Chapter  of  the 
American  .Veademy  of  Pediatrics  and  cospon- 
sored by  Mead  Johnson,  Ciba,  and  Sobering. 

Medical  Program  in  Baltimore 

The  Medical  and  Chirurgical  Faculty  of 
Maryland  announces  its  174th  Annual  Meet- 
ing at  the  Baltimore  Civic  Center,  May  3,  4, 
and  5,  1972.  There  is  no  registration  fee  and 
credit  for  attendance  is  given  by  the  AAFP.  A 


varied  program  with  a star-studded  faculty 
has  been  provided.  For  more  details,  write  to 
Mr.  John  Sargeant,  Medical-Chirurgical  Fac- 
ulty, 1211  Cathedral  Street,  Baltimore  21201. 

Clinical  Application  of  Basic  Sciences 

The  final  series  in  the  Burlington  County 
Memorial  Hospital  programs  (supported  by 
Merck,  Sharp,  and  Dohme)  on  “Clinical  Ap- 
plication of  Basic  Sciences”  will  be  held  dur- 
ing the  montli  of  May.  All  sessions  convene  at 
3:30  p.m.  in  the  T.  J.  Summey  Building  of 
the  Hospital.  The  American  .\cademy  of 
Family  Practice  allows  one  and  a half  credits 
per  session.  For  further  information  please 
contact  the  hospital  directly  (175  Madison 
.\venue.  Mount  Holly). 

May  4 Syndrome  of  Stress  Ulcer 

May  11  Zollinger-Ellison  Syndrome 

May  18  Drug  Interactions 

May  25  Anticoagulants  and  Fibrinolytic  Agents 

Cancer  Chemotherapy 

conference  on  cancer  chemotherapy,  spon- 
sored by  the  American  Cancer  Society  and 
the  National  Cancer  Institute,  tvill  be  held 
on  June  I to  3,  1972,  at  tlie  Biltmore 
Hotel  in  New  York.  This  seminar  trill  bring 
to  the  medical  and  related  professions  the 
most  recent  advances  in  the  clinical  applica- 
tion of  chemotherapeutic  agents  in  the  man- 
agement of  cancer.  For  further  information, 
please  write  to  Sidney  L.  .Arjc,  M.D.,  Ameri- 
can Cancer  Society,  219  Fast  12nd  Street, 
New  York  10017.  d’hcre  is  no  registration  fee, 
l)ut  preregistration  is  requested. 

Occupational  Health  Meeting 
d’he  next  AM.V  Congress  on  Occupat  ioiuil 
Flealth  trill  be  at  the  Drake  Hotel  in  ('.hicigo 
on  September  11  and  12,  1972.  I'or  tietails 
write  to  Henry  F.  Howe,  M.D.,  (ioiincil  on 
Occupational  Health,  .\MA.  535  North  De;ir- 
born  Street,  C.hicago,  Illinois  (iOlilO. 
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Rheumatology:  A New 
Subspecialty  Board 

The  American  Board  of  Internal  Medicine 
has  established  a new  subspecialty  area — 
rheumatology.  First  examination  for  certifica- 
tion by  the  new  board  will  be  held  October 
17,  1972.  In  accordance  with  this,  the  Ameri- 
can Rheumatism  Association  announces  a re- 
view course  in  Dallas,  Texas  on  Saturday, 
June  10,  1972.  This  is  in  connection  with  the 
annual  meeting  there  of  the  American  Rheu- 
matism Association.  For  details  about  either 
the  course  or  the  examination,  write  to  Arth- 


ritis Foundation,  1212  Avenue  of  the  Ameri- 
cas, New  York  10036. 

Camp  for  Diabetic  Children 

Applications  are  now  being  accepted  for 
Camp  Nejeda,  a special  camp  for  diabetic 
children  (5  to  15  years  of  age)  at  Stillwater, 
New  Jersey.  This  camp  has  a unique  medical 
and  safety  record.  If  you  have  any  diabetic 
children  among  your  patients,  write  to  the 
New  Jersey  Diabetes  Association,  317  Belle- 
ville Avenue,  Bloomfield  07003,  for  a bro- 
chure or  application  form.  Children  are  ac- 
cepted regardless  of  their  ability  to  pay. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


April 

10  Academy  of  Medicine  of  New  Jersey 
Saint  Francis  Health  Center 
Jersey  City 
Proper  Use  of  Antibiotics 

12  Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital 
East  Orange 

Dental  Symposium:  Implantology 

12  Bergen  Pines  County  Hospital 

Paramus 

Control  Mechanisms  in  Intestinal  Motility 

12  Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Throat  Cultures  in  Practice 

13  Burlington  County  Memorial  Hospital 
Mount  Holly 

Thermography 

13  Fair  Oaks  Hospital 

Summit 

Behavior  Therapy 


19  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

19  Bergen  Pines  County  Hospital 
Atlantic  City 

ACP  Meeting 

19  Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Clinical  Aspects  of  Allergy 

20  Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

22  American  Cancer  Society 

Rutgers  Medical  School,  Piscataway 

Role  of  Primary  Physician  in  Cancer  Patient 

25  Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 
Phillipsburg 
Current  Burn  Treatment 
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Bergen  Pines  County  Hospital 

Paramus 

Ulcer  Disease 

Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 
Hodgkins  Disease 

Newark  Eye  and  Ear  Infirmary 
Annex  Building,  Newark 
Observations  in  China 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Diseases  of  the  Esophagus 

Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Fair  Oaks  Hospital 
Summit 

Behavior  Therapy 


Bergen  Pines  County  Hospital 
Paramus 

Intravenous  Hyperalimentation 

Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 
Surgical  Indications  in  Thyroid  Disease 

Bmlington  County  Memorial  Hospital 
Mount  Holly 

Syndrome  of  Stress  Ulcer 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Bergen  Pines  County  Hospital 
Paramus 

Use  and  Abuse  of  Digitalis 

Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Soft  Tissue  Tumors 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Zollinger-Ellison  Syndrome 

Fair  Oaks  Hospital 
Summit 

Brain  Tumors 
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17  Bergen  Pines  County  Hospital 

Paramus 

Malabsorption  Syndrome 

17  Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Surgery  for  Coronary  Artery  Disease 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Drug  Interactions 

18  Academy  of  Medicine  of  New  Jersey 
Mayfair  Farms,  West  Orange 

Annual  Awards  Dinner 

24  Bergen  Pines  County  Hospital 

Paramus 

Immunoglobulin  Disorders 

24  Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Colon  and  Rectal  Carcinoma 

25  Burlington  County  Memorial  Hospital 
Mount  Holly 

Anticoagulants  and  Fibrinolytic  Agents 

25  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

25  Fair  Oaks  Hospital 

Summit 

Medical  Aspects  of  Drug  Abuse 

31  Bergen  Pines  County  Hospital 

Paramus 

Emphysema 

31  Academy  of  Medicine  of  New  Jersey 

and  United  Hospitals  of  Newark 
Annex  Building  Newark 

Courtroom  Confrontation 


June 

7 Bergen  Pines  County  Hospital 
Paramus 

Singer)'  in  Cioronary  .\rteiy  Disease 

8 Fair  Oaks  Hospital 
Summit 
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\msoDiuur 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretic 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  a^ree  on  the  value  of  vasodilators  in  vascular  disease,  sever 
investigators''*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  den 
onstrated  both  by  objective  measurement'  * and  observation  of  clinical  improvement. 
Indications:  Cerebrovascular  insufliciency,  arteriosclerosis  obliterans,  diabetic  vascnl: 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebii 
conditions,  acroparesthesia,  frostbite  syndrome  and  idcers  of  the  extremities  (arteri 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodIi.An  tablets,  isoxsuprine  HCI  10  m 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Caution 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imm 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Kffects:  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clari 
son,  I.  S.,  and  Lel’ere,  D.  M.:  Angiology  //:190-192  (June)  1960.  2.  Horton,  G.  I 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Thcr.  Res. 

4^:124-128  (April)  1962.  4.  Whittier,  J.  R.:  .\ngiology  75:82-87 
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SUPPORT  YOUR 
MENTAL  HEALTH 
ASSOCIATION 


Citizens  Who  Do  Make  A Difference 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


© 1972  The  Upjohn  Company 
♦trademark 
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Upjohn  has  been  able 
to  reduce  the  price  of 
erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Keeping  quality  up 


and  cost  down 


E-Mycirf 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Meet  it  with  COfOSS'  for  coughs  of  colds 


Exempt  Narcotic 

CEROSE®  for  relief  of  coughs  due  to 
colds,  whenever  an  antitussive  formu- 
lation having  sedative,  decongestant, 
antihistaminic,  and  expectorant  actions 
is  required 

Each  5-cc.  teaspoonful  contains:  codeine 
phosphate,  10.0  mg.  (Warning:  May  be  habit 
forming);  phenindamine  tartrate,  10.0  mg.; 
phenylephrine  hydrochloride,  5.0  mg.;  fluid- 
extract  of  ipecac,  0.17  minim;  glycerin,  40 
minims;  potassium  guaiacolsulfonate,  86 
mg.;  sodium  citrate,  3 grains;  citric  acid,  1 
grain;  in  a palatable,  grape-flavored  base, 
alcohol  2V2% 


Non-narcotic 

CEROSE-DM  ® for  relief  of  coughs  due 
to  colds.  It  diminishes  the  cough  reflex, 
promotes  expectoration,  and  provides 
effective  vasoconstriction  and  broncho- 
dilatation.  Contains  non-narcotic  dex- 
tromethorphan 

Each  5-cc.  teaspoonful  contains:  dextrometh- 
orphan hydrobromide,  10.0  mg.;  pheninda- 
mine tartrate,  5.0  mg.;  phenylephrine  hydro- 
chloride, 5.0  mg.;  fluidextract  of  ipecac,  0.17 
minim;  glycerin,  40  minims;  potassium 
guaiacolsulfonate,  86  mg.;  sodium  citrate,  3 
grains;  citric  acid,  1 grain;  in  a palatable, 
mixed  fruit-flavored  base,  alcohol  2Vz% 


© 

Exempt  Narcotic 

CETRO-CIROSE^  for  relief  of  simp 
coughs  where  a plain  sedative-expe 
torant  is  required.  An  excellent  vehic 
for  many  other  commonly  employe 
adjunctive  cough  medications,  as  pr 
ferred  by  the  physician 
Each  5-cc.  teaspoonful  contains:  codei 
phosphate,  5.0  mg.  (Warning:  May  be  half 
forming);  fluidextract  of  ipecac,  0.17  mini., 
glycerin,  40  minims;  potassium  guaiacols 
fonate,  86  mg.;  sodium  citrate,  3 grairt 
citric  acid,  1 grain;  in  a palatable,  cher  • 
flavored  base,  alcohol  1V2% 


IVES  LABORATORIES  INC.  ^ 

New  York,  N.Y.  10017  V..X 


DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE,  THROUGH  MEDICINE 


(diethylpropion  hydrochloride^  N.F.) 
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When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  patients  susceptible  to  drug  obuse 
Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  coution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocteristic  of  sympothomimetic  ogents.  it  may 
occosionally  cause  CNS  effects  such  os  insomnlo,  nervousness,  dizziness,  onxiety, 
ond  iitteriness.  In  controsi,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscufor  effects  reported  include  ones  such  as  tochycardia,  precordlol  pain. 


arrhythmia,  palpitation,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  oiler  Ingestion  ol 
diethylpropion  hydrochloride;  this  wos  on  Isoloted  experience,  which  hos  not  been 
reported  by  others.  Allergic  phcnomeno  reported  Include  such  conditions  os  rosh. 
uriicario,  ecchymosis.  ond  erylhemo.  Gosiroinicsiinol  el/ecis  such  os  diorrheo. 
constipolion,  nauseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemolopoletic  system  Include  two  ooch  ol  bone  morrow 
depression,  ogronulocylosis,  ond  leukopenic.  A vorioty  ol  miscelloneous  odvorse 
reoclions  hove  been  reported  by  physicians,  these  Include  complaints  such  os  dry 
mouth,  headache,  dyspneo,  mensiruol  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysurio,  ond  polyurio 

Convenience  of  two  dosoge  forms:  TEPANIl  ten  iob  loblets  One  7S  mg  tablet 
dolly,  swallowed  whole,  in  mIdmornIng  (10  o m ),  TEPANIl  One  25  mg  toblel  three 
times  dolly,  one  hour  before  mools.  If  desired,  on  odditionol  tablet  moy  be  given  In 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  oge  Is  not 
reconiniended  * ****  iii>n 

MERRELL-  NATIONAL  LABORATORIES 

DivisKtn  of  Richardson -Menvll  Inc 
Cine  innati,  Ohio  4S215 


^Merrell^ 


i 

! 


! = ■ 

i'  ; 
i 


Painful 
night  leg 
cramps... 


un\Adcome  bedfe 
faany  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  voricose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinomm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  ond 
quinine  may  produce  symptoms  of  cinchonism,  such  os  tinnitus,  dizziness,  ond  gos- 
trointestlnal  disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  following  the  evening  meol  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.ssoetiosoi 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnoti,  Ohio  45215  Trodemork:  Quinomm 
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Quinamm 

{quinine  sulfate  260  mg.,  ominophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


LETTERS  TO 
THE  JOURNAL 

{The  following  exchange  of  letters  between  one  of  our 
members  and  Commissioner  of  Health  Cowan  is  here 
published  as  a matter  of  interest  to  our  profession. 
—Editor) 


vie  examination  which  consists  of  visual  in- 
spection of  external  genitalia  and  anus  and,  if 
hymen  is  absent,  visual  inspection  of  cervix 
and  vagina  with  use  of  speculum. 

My  fee  for  this  is  a simple  office  call  of  $7  to 
|10  per  applicant,  contingent  on  amount  of 
work  performed  and  if  premarital  counseling 
is  included. 


Testing  Not  Enough? 

Dear  Dr.  Cowan: 


December  23,  1971 


For  some  time  now,  I am  encountering  more 
and  more  patient  resistance  for  premarital 
examination  for  syphilis  as  required  by  law. 
There  is  no  problem  regarding  blood  serolo- 
gy other  than  the  fact  that  some  laboratories 
in  Camden  County  perform  them  without  a re- 
quest slip  from  a physician  and  even  give  the 
applicants  the  marital  certificate  for  his  signa- 
ture. 


It  is  my  understanding  that  for  detection  of 
early  syphilis  and  gonorrhea  or  other  venereal 
disease  the  marriage  applicant  is  to  be  exam- 
ined and  have,  in  addition,  a serological 
blood  test  for  syphilis.  This  is  the  bone  of 
contention!  The  public  is  not  made  aware  of 
this  by  laboratories,  both  hospital  and  pri- 
vate, and  by  municipal  clerks.  The  applicants 
merely  are  told  that  all  that  is  necessary  to 
get  married  is  to  have  a blood  test  and  have 
the  physician  sign  the  marital  form.  When  it 
is  explained  by  me  that  it  also  requires  an 
examination  for  presence  of  communicable 
or  infectious  syphilis  they  resent  it.  They 
drop  me  as  their  family  physician,  or  go  to 
other  doctors  who  readily  sign  them  and  tell 
them  that  such  examination  is  not  necessary! 

The  examination  I have  made  for  the  past  25 
years  of  practice  designed  to  rule  out  VD  in 
infectious  forms  in  the  male  is:  visual  inspec- 
tion of  the  mouth  and  mucous  membranes,  a 
check  of  pupils  of  eyes,  visual  inspection  of 
skin  of  body  and  extremities,  and  visual  in- 
spection of  genitalia  and  anus. 

For  the  female,  it  is  the  same  except  for  pel- 


Have  I been  wrong  in  my  interpretation  of 
the  law  as  written  on  the  marital  medical  cer- 
tification? If  so,  then  please  send  a directive 
out  to  all  physicians  who  are  making  a simi- 
lar mistake!  If  not,  then  please  send  a directive 
to  all  municipal  borough  clerks,  physicians, 
hospital  laboratories,  and  private  laboratories 
informing  them  of  the  necessity  of  a physi- 
cal examination  by  the  physician  of  marriage 
applicants,  in  addition  to  serological  testing. 

This  is  by  and  large  not  being  done,  and  it 
places  the  conscientious  physician  who  does  it 
in  a difficult  position  with  his  patients,  and 
subjects  him  to  unfair  criticism. 

The  physician  must  have  some  official  form 
in  print  from  the  State  to  back  up  his  stand 
in  premarital  examination,  or  let  us  rescind 
the  law  as  now  written  and  merely  accept  the 
blood  serology  report  for  syphilis  and  then 
sign  the  form  without  further  examination, 
or  revise  the  wording  of  the  premarital  cer- 
tificate issued  by  the  State  as  regards  the 
physician’s  examination,  and  the  laboratory’s 
report. 

(signed)  Vincent  S.  Palmisano,  M.D. 


The  Commissioner  Replies 

January  14,  1972 

Dear  Dr.  Palmisano: 

I am  writing  in  reply  to  your  letter  of  Decem- 
ber 23,  1971,  concerning  premarital  examina- 
tions for  syphilis. 

You  are  quite  right  in  your  statement  in  the 
letter  that  the  law  presently  requires  an  ex- 
amination, as  well  as  the  performance  of  a 
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serologic  test  for  syphilis.  An  examination 
such  as  you  described  that  you  do  in  your 
office  is  in  compliance  with  the  law  as  it  now 
exists  in  New  Jersey. 

I think  there  is  real  question  in  the  minds  of 
many  physicians  and  public  health  officials  as 
to  the  usefulness  of  the  present  premarital 
laws  for  the  detection  of  venereal  disease. 
This  is  a problem  that  is  presently  under 
examination  by  our  Department  but  we 
would  welcome  the  considered  advice  of  oth- 
ers interested  in  this  subject.  We  think  it 
might  be  very  appropriate  for  the  Medical 
Society  to  look  into  the  problem  of  the  rele- 
vance of  our  present  premarital  examination 
laws  to  the  detection  of  venereal  disease  and  to 
consider  recommendations  for  changes  in  the 
law,  if  so  indicated.  Our  Department  would  be 
most  interested  in  working  with  any  groups 
that  are  considering  these  laws,  in  addition  to 
the  evaluation  that  we  are  doing  ourselves. 

You  have  indicated  to  members  of  our  De- 
partment that  you  have  been  in  contact  with 
the  Camden  County  Medical  Society  and  The 
Medical  Society  of  New  Jersey  concerning 
this  matter.  It  is  our  hope  that  appropriate 
members  of  either  Society  would  contact  our 
Department  if  there  is  interest  in  further  eval- 
uation of  our  present  laws  concerning  pre- 
marital examinations  and  testing. 

(signed)  James  R.  Cowan,  M.D. 

Commissioner  of  Health 


Physician  as  a Social  Activist 

January  15,  1972 

Dear  Sir: 

The  editorial,  “Not  All  Health  is  a Medical 
Problem,”  in  your  issue  of  January  1972 
deserves  comment. 

To  say  that  poor  nutrition,  bad  sanitary  engi- 
neering, cigarette  smoking,  and  automobile 
accidents  are  beyond  meaningful  control  of 
the  physician  smacks  of  a pusillanimity  not  in 
keeping  with  the  classical  standards  of  our 
profession. 


Much  of  our  work  is  devoted  to  the  correc- 
tion, control,  or  alleviation  of  the  end-stages 
of  chronic  disease.  This  we  do  daily  with  such 
common  problems  as  atherosclerosis  or 
cancer.  However,  the  concerned  physician 
should  not  be  satisfied  merely  to  ease  the  lot 
of  those  who  have  suffered  an  auto  accident 
or  are  coughing  from  cancer  of  the  lung.  No 
more  would  he  be  satisfied  to  treat  the  case  of 
paralytic  poliomyelitis  or  to  ease  the  breathing 
of  the  diphtheritic  child.  More  meaningful 
work  is  done  when  we  give  our  patients  pre- 
ventive immunizations. 

So  it  is  the  physician’s  duty  to  ally  himself 
with  those  who  are  developing  "shots”  for 
these  conditions.  There  are  organizations  like 
the  American  Heart  Association  and  the 
American  Cancer  Society  and  others,  which 
strive  to  provide  better  drivers  and  safer  auto- 
mobiles and  better  nutrition  for  all. 

Remember  that  it  is  in  our  highest  tradition 
not  to  wring  our  hands  helplessly  or  hopeless- 
ly during  the  epidemic  of  cholera.  It  is  still 
possible  to  steal  the  handle  from  the  Broad 
Street  pump. 

(Signed)  Leo  Lewin,  M.D. 


Good  idea,  but  how  can  the  M.D.  make  people  stop 
smoking  or  eat  a more  balanced  diet?— Editor. 


A Plea  for  Vision  Training 


Dear  Sir: 


January  17,  1972 


I have  been  reading  The  Journal  for  the  past 
four  or  five  years.  Quite  frankly,  I have  found 
the  editorials  most  rewarding.  Recently,  I 
have  noticed  that  leading  medical  papers  and 
magazines  throughout  the  country  have 
quoted  The  Journal.  My  admiration  is  shared 
by  many.  Even  when  a tinge  of  bias  tainted 
the  pages  of  The  Journal  I did  not  change 
my  opinion.  When  one  is  the  only  optome- 
trist in  a family  of  physicians  and  dentists 
bias  becomes  a by-product  of  a way  of  life. 
One  learns  to  deal  with  it  to  survive. 
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It  is  my  belief  that  you  have  performed  a 
great  disservice  to  the  physicians  of  this  state. 
On  page  75  of  the  January  1972  issue  of  The 
Journal,  an  article  entitled  “The  Eye  and 
Learning  Disabilities”  was  not  only  tinged 
and  tainted  but  also  deliberately  misleading. 

Through  the  clever  use  of  words  the  physi- 
cian is  led  to  believe  that  vision  training  is 
without  merit.  If  that  is  the  case  then  many 
reputable  hospitals,  clinics,  and  universities 
around  the  country  would  have  to  close  their 
vision  departments.  Great  names  in  clinical 
research  would  lose  their  place  in  medical 
history,  not  only  in  the  United  States,  but 
also  in  Germany,  France,  and  England. 

I could  present  a point-by-point  rebuttal.  In- 
stead, I enclose  an  article  which,  though 


poorly  written,  contains  some  background 
material  on  vision  training.  The  most  impor- 
tant part  of  the  article  is  the  reference  list. 
Eight  of  the  twenty  citations  are  physicians  or 
physician  assistants.  I find  it  very  difficult  to 
believe  that  these  people  or  the  people  to 
whom  they  refer  are  to  be  denied  their  life’s 
work  for  so  obvious  a political  ploy. 

I wish  you  continued  editorial  success  in  this 
new  year  and  hope  you  will  not  again  take 
part  in  derisive  displays  of  professional 
schizophrenia. 

(signed)  Joseph  R.  Miele,  O.D. 


The  article  to  which  Dr.  Miele  refers  appeared  in  the 
October  1971  New  Jersey  Journal  of  Optometry.  Re- 
prints are  available  from  Dr.  Joseph  Miele,  36  Cherry 
Tree  Farm  Road,  Middletown,  New  Jersey  07748— 
Editor. 


OBITUARIES 

Dr.  Carlos  Benavente 

Born  in  1923,  Carlos  Benavente  died  at  the 
age  of  48  on  Christmas  Eve,  1971.  He  was  a 
1950  graduate  of  the  medical  school  at  Lima, 
Peru,  and  was  a member  of  our  Hudson 
County  Medical  Society.  Dr.  Benavente  was  a 
general  surgeon,  and  a Fellow  of  the  .Ameri- 
can Society  of  Abdominal  Surgeons.  He  was 
affiliated  with  the  North  Hudson  Hospital  in 
Weehawken  and  practiced  in  Union  City, 
New  Jersey. 

Dr.  Abraham  Goldfarb 

A 1930  alumnus  of  the  Jefferson  Medical  Col- 
lege, Abraham  Goldfarb,  M.D.,  died  on  Janu- 
ary 24,  1972  at  the  age  of  67.  From  1942  to 


1946  he  was  a commander  in  the  medical 
corps  of  the  U.S.  Navy.  He  had  been  affili- 
ated with  Bergen  Pines  in  Paramus  and  with 
the  Valley  Hospital  in  Ridgewood.  Dr.  Gold- 
farb was  board  certified  in  obstetrics  and  gy- 
necology, was  a Fellow  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology  and  of  the 
American  College  of  Surgeons,  and  was  a 
member  of  our  Bergen  County  Component 
Society. 

Dr.  Joseph  Grundorfer 
Director  of  the  blood  bank  at  the  Newark 
Beth  Israel  Medical  Center,  Joscpli  Grundorf- 
er, M.D.,  ilicd  on  December  26,  P.)7I.  Born  in 
Vienna  in  1905,  he  was  an  alumnus  of  the 
medical  school  of  the  Ihiiversity  of  Vienna, 
class  of  1933.  He  jnacticed  in  his  native  .Aus- 
tria from  1933  until  1911  when  he  came  to 
the  United  States  and  settled  in  New  Jersey. 
He  was  a pathologist  and  a bellow  of  the 
Academy  of  Medicine  of  New  Jer.scy. 


VOL.  69-NUMBER  4-APRIL,  1972 


S81 


Dr.  M.  Browne  Holoman 

M.  Browne  Holoman,  M.D.,  formerly  chief  of 
proctology  at  the  Atlantic  City  Hospital  and 
at  Shore  Memorial  Hospital  in  Somers  Point, 
died  on  February  16,  1972,  at  the  age  of  68. 
He  received  his  M.D.  at  Syracuse  in  1930. 
During  World  War  II,  he  was  a major  in  the 
Medical  Corps  of  the  Army  of  the  United 
States.  He  was  attending  surgeon  at  the  Bur- 
dette Tomlin  Hospital  in  Cape  May,  and  was 
active  in  the  Pennsylvania  Society  for  Rectal 
Surgery.  Dr.  Holoman  retired  from  active 
practice  in  1963. 

Dr,  Charles  H.  Jackson 

One  of  southern  New  Jersey’s  senior  physi- 
cians, Charles  H.  Jackson,  M.D.,  died  on  Feb- 
ruary 5,  1972,  at  the  grand  age  of  89.  He  had 
been  chief  of  medicine  at  the  West  Jersey 
Hospital  in  Camden.  He  was  a 1905  alumnus 
of  the  Hahnemann  Medical  College,  and  a 
pioneer  in  the  development  of  the  New  Jer- 
sey chapter  of  the  American  Academy  of 
Family  Practice.  Dr.  Jackson  was  a member 
of  our  Camden  County  Component  Society. 

Dr.  Arthur  M.  Jenkins 

Born  in  1904,  Arthur  M.  Jenkins,  M.D.,  died 
on  February  8,  1972.  He  was  a 1936  alumnus 
of  the  Medical  School  at  Duke  University.  He 
was  32  years  old  by  the  time  he  received  his 
M.D.  degree,  having  been  a physical  educa- 
tion instructor  at  the  Frenchtown  schools  for 
a number  of  years  before  he  entered  medical 
school  in  1932.  Dr.  Jenkins  was  a general 
practitioner,  active  in  the  aflEairs  of  the  Amer- 
ican Academy  of  Family  Practice  and  affili- 
ated with  the  staffs  of  the  Hunterdon  County 
Medical  Center  in  Flemington  and  the  War- 
ren Hospital  in  Phillipsburg. 

Dr.  Nathan  Lobsenz 

Long  active  in  Passaic  County  medical  affairs, 
Nathan  P.  Lobsenz,  M.D.,  of  Paterson,  died 
on  January  29,  1972.  He  was  a 1915  Bellevue 
graduate  and  was  prominent  in  the  field  of 
ophthalmology  and  otolaryngology,  being 
board  certified  in  both  specialties.  He  was  on 


the  staffs  of  St.  Joseph’s  and  Barnert  Memori- 
al Hospitals,  both  in  Paterson,  and  was  also 
active  in  his  chosen  field  at  the  Passaic  Beth 
Israel  Hospital. 

Dr.  E.  Harrison  Nickman 

One  of  our  state’s  most  active  medical  citi- 
zens, E.  Harrison  Nickman,  M.D.,  died  on 
February  26,  1972,  at  the  age  of  69.  A Mary- 
land 1929  graduate,  he  was  board  certified  in 
pediatrics  and  had  served  as  President  of  the 
Staff  at  the  Atlantic  City  Hospital,  where  he 
had  also  been  Chief  of  Pediatrics.  He  was  in- 
strumental in  a study  of  water  supplies  in 
southern  New  Jersey.  He  established  the  At- 
lantic County  Medical  Journal,  of  which  he 
was  the  first  editor.  He  was  active  in  promot- 
ing music  and  arts  festivals  in  Atlantic  County, 
and  had  a tour  of  duty  as  President  of  our 
Atlantic  County  Medical  Society. 

Dr,  Robert  Peterman 

Word  has  just  been  received  of  the  death,  on 
October  31,  1971,  of  Robert  Peterman,  M.D. 
Dr.  Peterman  formerly  did  clinical  research 
in  biochemistry  at  Merck,  at  Pfizer,  and  at 
Roche  Laboratories.  Since  1970  he  has 
maintained  a private  practice  in  Nutley.  He 
served  for  twenty  years  as  the  physician  in 
charge  of  New  York  City’s  nutrition  clinic, 
and  was  a lecturer  in  clinical  nutrition  at 
Columbia  University’s  School  of  Public 
Health  during  1969  and  1970.  Dr.  Peterman 
was  only  58  years  old  at  the  time  of  his  death. 
He  had  received  his  M.D.  from  Temple  in 
1938,  and  had  served  as  a major  for  five  years 
in  the  Army  Medical  Corps  in  World  War  II. 
Dr.  Peterman  was  a member  of  the  Passaic 
County  Medical  Society,  and  a Fellow  of  the 
American  Public  Health  Association,  the 
American  College  of  Nutrition,  and  the 
American  Geriatric  Society. 

Dr.  Samuel  A.  Sandler 

One  of  our  State’s  best-known  neurologists 
and  psychiatrists,  Samuel  A.  Sandler,  M.D., 
died  on  February  3,  1972  at  the  age  of  78.  He 
was  board  certified  in  both  psychiatry  and 
neurology,  and  for  years  he  was  senior  attend- 
ing neuropsychiatrist  at  the  Hackensack 
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Hospital.  He  served  in  both  world  wars,  as  an 
artillery  sergeant  in  1917  and  as  a lieutenant 
colonel  in  the  medical  corps  from  1942  to 
1945.  Dr.  Sandler  was  a graduate  of  the  Medi- 
cal School  at  the  University  of  Kansas,  class 
of  1929,  and  was  a member  of  our  Bergen 
County  Medical  Society. 

Dr.  Chih  E.  Teng 

An  anesthesiologist  on  the  staff  of  St.  Eliza- 
beth’s Hospital  in  Elizabeth,  New  Jersey, 
Chih  E.  Teng,  M.D.,  died  on  January  3,  1972, 
at  the  age  of  64.  She  was  graduated  in  1934 
from  the  medical  school  of  the  Shantung 
Christian  University  in  China.  She  worked  in 
the  anesthesia  department  of  several  New 
York  Hospitals  before  coming  to  our  state  in 
1966.  Dr.  Teng  was  a member  of  our  Union 
County  Medical  Society. 

Dr.  Lucius  TarchianI 

An  alumnus  of  the  medical  school  at  the 
University  of  Paris  (France),  Lucius  S.  Tar- 
chiani,  M.D.,  died  on  January  28,  1972  at  the 
age  of  63.  He  was  a general  practitioner,  of 
the  kind  usually  identified  as  a “family  doctor 
of  the  old  school.”  Dr.  Tarchiani  lived  in 
Paterson  and  was  active  in  the  affairs  of  our 
Passaic  County  Medical  Society.  He  was  affili- 
ated with  the  Passaic  Beth  Israel  Hospital. 

Dr.  Frank  B.  Vanderbeek 

Born  in  1911,  Frank  B.  Vanderbeek,  M.D., 
died  of  a massive  stroke  on  February  25,  1972. 
He  was  a prominent  ophthalmologist  and 
otolaryngologist  in  Passaic  County,  having 
been  board  certified  in  both  specialties.  His 
M.D.  came  from  Columbia  University’s  Col- 


lege of  Physicians  and  Surgeons  in  1936.  In 
1960,  he  was  President  of  the  Medical  Board 
of  Paterson  General  Hospital,  an  institution 
which  he  had  served  in  ophthalmology  and 
otolaryngology  for  many  years.  He  also  had 
long  service  as  Chairman  of  the  Committee 
on  Conservation  of  Vision  of  The  Medical 
Society  of  New  Jersey.  He  served  our  Society 
in  numerous  liaison  positions  within  his 
chosen  field.  At  one  time  he  was  Treasurer  of 
the  Passaic  County  Medical  Society. 

Dr.  Ralph  A.  Warwick 

Born  in  1904,  Ralph  A.  Warwick,  M.D.,  died 
on  February  5,  1972.  For  many  years  he  was 
chief  of  pediatrics  at  the  West  Jersey  Hospital 
in  Camden.  He  was  an  early  diplomate  of  the 
American  Board  of  Pediatrics,  a Fellow  of  the 
American  Academy  of  Pediatrics,  and  headed 
up  the  medical  staff  of  the  Camden  Home  for 
Friendless  Children.  He  was  a 1928  alumnus 
of  the  Hahnemann  Medical  School,  and  dur- 
ing World  War  II,  was  a lieutenant  colonel 
in  the  Army  of  the  United  States. 

Dr.  William  V.  Young 

At  the  untimely  age  of  54,  William  V.  Young, 
M.D.,  died  on  January  20,  1972.  Dr.  Young 
was  attending  pathologist  at  both  the  Point 
Pleasant  Hospital  and  the  Jersey  Shore  Medi- 
cal Center.  He  also  was  the  County  Physician 
for  Ocean  County.  A Long  Island  alumnus, 
class  of  1942,  he  was  a medical  officer  in  the 
U.S.  Navy  during  World  War  II.  Fie  was 
board  certified  in  pathology  and  had  his  res- 
idences at  the  Mountainside  Hospital  in 
Montclair  and  at  the  New  York  Postgraduate 
Hospital.  He  was  a member  of  our  Ocean 
County  Medical  Society,  and  had  a tour  of 
duty  as  a member  of  the  Board  of  Education 
at  Point  Pleasant. 
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Drastic  loss  of  weight 
—heroin,  opium 


These  are  a few  of  the  signs  that 
may  indicate  that  a young  person 
could  be  abusing  drugs  or  using 
narcotics.  While  these  symptoms  are 
not  proof  of  drug  abuse  (most 
could  occur  for  several  other  reasons), 
they  should  serve  to  alert  parents 
and  friends  that  a problem  may  exist. 

If  you're  not  sure,  talk  with 
your  family  physician.  If  you  suspect, 
ask  your  child  point  blank,  "Are 
you  taking  drugs?" 

It's  a sad  thing  to  have  to  ask 
someone  you  love,  but  saying 
"Goodbye"  is  even  sadder  still. 
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resulting  in  chapped  raw  lips 
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Tremor  of  hands 
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Staggering,  disoriented 
—barbiturates 
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Special  Petrolatum  Base 

LSfeoSPOnil  Ointment 

polymyxin  B-bacitracin-neomycin) 
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Audb  News  Journal  Now 
Has  More  Scientific  News  ^ 

At  a New,  Low  Price 
of  $40Po  a Year. 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed:  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  STREET 
CHICAGO,  ILLINOIS  60610 

I would  like  to  order  a ONE  YEAR  subscription  to  AMA’s 
AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
for  $40.00. 

I prefer  my  tapes  to  be: 
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Payment  must  accompany  order.  Prices  valid  in  U.S., 
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IS  IMPOSSIBLE  TO  EAT. 


2 ways  to  provide  a month’s 
therapeutic  suppiy  of  Vitamin  C: 

180  iemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

AH'PpS\m 


30  Capsules 
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Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B|)  15  mg 

Riboflavin  (Vit.  B.)  10  mg 

Pyndoxine  hydro 
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Ascorbic  acid  (Vit.  C)  300  mg 

- JTVJ-h-Robins  ; 


! 

I 

I 

! 

i 


I 

I 


I 


5; 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘'the  ^Tk>nnatal  TMect 


■ft 


each  tablet,  capsule  or 
5 cc.  teaspoonful  of  elixir  (23%  alcohol) 


each  Donnatal 
No.  2 


each 

Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbita! 

(warning:  may  be  habit  forming) 

(V4gr.)16.2 

mg. 

(1^  gr.)  32.4  mg. 

4 gr. ) 48.6  mg. 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction  t 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to  ^ 
any  of  the  ingredients.  ) 
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The  Great  Doctors.  Henry  E.  SIgerist.  New  York, 
Dover  Press,  1971.  Pp.  436.  Illustrated.  (Softback — 
$4.50] 

The  Great  Doctors  is  an  attempt  on  the  part  of  a 
distinguished  medical  historian  to  present  the  history 
of  medicine  from  its  mythologic,  legendary  origins  to 
the  early  twentieth  century  through  brief  biographic 
sketches  of  nearly  fifty  prominent  medical  scientists. 
The  original  German  edition  was  published  in  1933, 
and  has  been  translated  into  highly  literate  English. 
The  fifty  biographies  have  been  interestingly  written, 
but  it  was  not  possible  to  present  anything  more  than 
a superficial  review  of  the  contributions  of  fifty  men 
in  less  than  400  pages.  Perhaps  twenty  "great  men” 
could  have  been  eliminated,  and  thus  have  permitted 
a more  meaningful  description  and  explanation  of  the 
development  of  medical  thought  and  progress  through 
the  lives  of  thirty  “great  men.”  The  task  of  trying  to 
achieve  unanimity  of  opinion  or  even  a consensus  con- 
cerning the  relative  merits  of  thirty  out  of  fifty  medi- 
cal scientists  would  be  more  difficult  today  in  our 
present  era  of  specialization  than  in  1933,  because  the 
members  of  a given  specialty  would  have  a greater 
comprehension  of  and  appreciation  for  a particular 
contributor  to  the  advancement  of  a particular  spe- 
cialty. 

Since  the  author  concluded  his  work  prior  to  the 
advent  of  specific  chemotherapy  (with  the  exception 
of  Ehrlich’s  arsenicals) , it  was  not  possible  to  provide 
a description  or  explanation  of  the  great  revolution  in 
clinical  medicine  initiated  by  effective  chemotherapy 
and  antibiotic  therapy.  It  might  be  unfair  to  the 
author  to  note  the  absence  of  any  explanation  of  the 
apparent  slow  progress  of  medical  scientific  thought 
and  practice  during  the  centuries  of  relatively  rapid 
progress  in  the  physical  sciences  since  the  achieve- 
ments of  the  late  nineteenth  and  early  twentieth 
centuries  mav  have  seemed  tremendous  and  monu- 
mental in  1933.  This  reviewer  fails  to  discern  anything 
meaningful  served  by  the  re-pnblication  of  this  1933 
work,  except  possibly  to  appreciate  the  problems  and 
obstacles  that  confronted  tlie  “great  men”  of  medicine 
trying  to  grasp  and  implement  new  ideas. 

Jerome  .Muams.  M.l"). 


The  V.D.  Story.  Sfewart  M.  Brooks.  Cranbury,  New 
Jersey,  A.  S.  Barnes,  1971.  Pp.  162.  Illjsfrated.  ($5.95) 

To  write  a book  on  a scientific  subject,  in  this  case 
venereal  disease,  with  an  attempt  to  please  both  the 
physician  and  the  layman  is  not  easy.  The  author  of 
this  volume  did  not  succeed.  The  idea  of  spending  al- 
most six  dollars  to  learn  what  every  physician  should 
know  (with  technical  detail  that  a non-physician 
would  not  remember)  seems  to  be  a waste  of 
money.  The  author  repeats  himself  in  different  chap- 
ters and  uses  a style  of  writing  that  fails  to  hold 
reader  interest.  He  manages  to  make  an  interesting  sub- 
ject sound  dull.  Mr.  Brooks  has  more  talent  than  is 
evidenced  by  this  book,  but  then  we  all  have  our  bad 
days.  Not  recommended. 

Gerard  F.  Hansen,  M.D. 


Old  Age:  The  Last  Segregation.  Claire  Townsend. 

New  York.  Bantam  Books,  1971.  Pp.  228.  (Softback — 

$1.95) 

In  1970,  a group  of  college  women  made  a study  of 
nursing  homes  for  the  aged,  under  Ralph  Nader’s 
general  supervision.  The  panel  feels  that  most  such 
homes  are,  as  they  put  it,  “profit-oriented”  and  point 
out  that  the  more  patients  they  can  bed  down,  the 
more  profit.  They  see  an  overuse  of  medication,  un- 
justified neglect  by  attending  physicians,  a deplorable 
lack  of  staff  and  physical  facilities,  poor  food,  and  gen- 
eral callousness  toward  patients.  Most  nursing  homes, 
the  author  asserts,  fail  to  meet  state  and  federal 
standards.  Many  of  these  homes  require  “irrevocable” 
contracts  whereby  the  patients  turn  over  to  the  in- 
stitution all  their  assets  including  life  insurance  policies. 
If  the  guest  subsequently  leaves  the  nursing  home,  he 
may  have  to  abandon  his  assets— even  the  right  to 
change  the  beneficiary  on  the  insurance  policies. 

The  panel  charges  that  pharmacies  often  give  “kick- 
backs”  to  nursing  home  administrators  as  a require- 
ment of  getting  their  business.  Some  well-intended 
nursing  home  practices  are  described  as  infantilizing 
the  patients.  Difficulties  are  especially  worsened  in 
rural  areas. 

The  task  force  finds  that  Scandinavia  and  Great  Britain 
have  handled  the  problem  with  more  intelligence  and 
dignity  than  we  have  in  the  l’S.\.  They  are  particularly 
impressed  with  their  effort  to  find  non-institutional 
placements  for  the  elderly  sick.  The  hook  concludes 
with  seven  recommendations,  spelled  out  in  usable 
detail.  These  are:  (1)  more  emphasis  on  preventive 
medicine  and  rehabilitation:  (2)  publication  of  quality 
ratings  for  nursing  homes;  (3)  better  training  of  aides 
and  attendants:  (4)  licensing  of  administrators;  (5) 
development  of  non-institutional  alternatives:  (6)  more 
conscientious  medical  review;  and  (7)  more  rigorous 
enforcement  of  federal  standards.  On  the  whole,  this 
is  a disturbing  book  and  one  not  designed  to  make  us 
proud  of  our  profession  or  of  our  approach  to  the 
problem  of  the  aged  in  a youth-oriented  society. 

Abraham  Leif,  M.D. 


Rehabilitation  Medicine  (Third  Edition).  Howard  Rusk, 
M.D.  St.  Louis,  Mosby,  1971.  Pp,  687.  Illustrated.  ($21) 

Rehabilitation  medicine  is  of  great  value  when  used 
intelligently.  A clear  understanding  between  physician, 
therapist,  and  patient  as  to  the  goals  to  he  sought 
in  each  case,  and  the  indications  for  the  various  tech- 
nics available  results  in  eflicient  and  elfective  utiliza- 
tion of  the  modalities. 

This  excellent  text  should  bo  read  by  anyone  who 
refers  patients  to  rehabilitation  departments  or  facili- 
ties, whether  for  the  “simple”  devices  such  as  crutches 
and  walkers,  or  for  major  restorative  care.  The  chap- 
ter on  prescription  writing  is  partial laiTy  helpful. 

After  [ncsenting  the  principles  of  rehabilitation  medi- 
cine, including  all  of  the  various  skills  invohed  in  the 
term  (not  only  physical  therai)\i  . chapieis  are  de 
voted  to  rehabilitation  of  patients  with  a wide  variety 
of  disabling  conditions,  including  pulmonarv  and  \.is- 
ctilar,  as  well  as  neurologic  and  musculoskeletal. 

I his  text  should  he  in  the  lihrary  of  every  hospital 
which  provides  rehahilitation  services  of  any  scope. 
The  organization  of  the  book  is  excellent,  the  ilhis- 
strations  arc  clear,  and  a complete  bibliography  is 
provided. 

Daniel  J.  O'Regan,  M.D. 
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Lumbar  Disc  Disease:  A Twenty-Year  Clinical  Fol- 
low-up Study.  Blaine  S.  Nashold,  Jr.,  Mi.D.,  and 
Zdnenek  Hrubec,  Sc.D.,  Editors.  Saint  Louis,  Mosby, 
'1971.  Pp.  139.  Illustrated.  ($16.50) 

In  1934  Mixter  and  Barr  eluddated  the  role  of  the 
herniated  disc  in  the  etiology  of  sciatica.  Since  then 
the  merits  of  conservative  versus  surgical  treatment 
have  been  debated.  Additionally,  the  role  of  spinal 
fusion  (either  combined  with  disc  excision  as  a pri- 
mary procedure  or  as  a secondary  procedure)  further 
stimulates  controversy.  Now,  this  book  comes  along 
and  at  first  it  seems  that  it  will  bring  us  statistical 
evidence  to  support  or  challenge  our  notions.  In  this 
the  reader  is  disappointed. 

The  book  offers  a retrospective  study  of  1,123  pa- 
tients with  lumbar  disc  disease  originally  treated  in 
tbe  military  during  1944  and  1945  and  subsequently 
re-evaluated  some  20  years  later.  Of  this  number,  395 
were  treated  surgically  (only  12  of  these  had  fusion)  ; 
the  rest  were  treated  conservatively. 

The  book  is  loaded  with  tables  filled  with  details  such 
as:  presenting  complaints,  laterality  and  severity  of 
symptoms,  physical  findings,  and  modes  of  treatment. 
The  appendix  of  34  pages  contains  copies  of  work- 
sheets, follow-up  letters,  and  other  minutia  of  little 
value  to  the  clinician.  A bibliography  of  26  pages  is 
probably  the  most  complete  yet  compiled  on  this 
subject. 

No  clear  guidelines  for  treatment  emerge.  As  stated 
in  the  final  summary,  it  raises  more  questions  than 
it  answers  and  its  value  perhaps  is  in  reiterating  that 
each  case  is  new  unto  itself.  But,  139  pages  at  $16.50 
seems  too  high  a price  for  this  insight,  even  in  these 
inflated  times. 

Peter  Carbonara,  M.D. 


Symposium  on  the  Functional  Physiopathology  of 

the  Fetus  and  Neonate-Clinical  Correlations. 

(Edited  by  Harold  Abramson,  M.D.  Saint  Louis,  Mosby, 

1971.  Pp.  182.  Illustrated.  ($15.00) 

Here  are  the  transactions  of  a symposium  of  the  Spe- 
cial Committee  on  Infant  Mortality  of  New  York 
County  in  February  1970.  It  includes  an  interesting 
compendium  on  diagnosis  and  detection  of  genetic  dis- 
orders before  and  after  abortion  and  delivery.  The 
book  is  concise,  well-written,  and  thorougbly  up-to- 
date.  The  bibliography  is  most  complete.  Of  particu- 
lar interest  are  the  chapters  on  the  environmental 
effect  of  drugs,  radiation,  and  other  physical  agents, 
as  well  as  of  immunologic  factors  upon  the  fetus  and 
neonate.  Special  emphasis  is  placed  upon  differential 
diagnosis  in  detecting  these  factors.  The  chapter  on 
chromosome  aberrations  is  most  instructive  although 
it  presupposes  a basic  knowledge  of  genetics  and  tbe 
possible  mutations.  Tbe  outer  make-up  (clear  print, 
good  illustrations,  and  durable  binding)  is  excellent 
though  $15  for  182  pages  seems  a little  steep. 

The  book  will  appeal  to  obstetricians,  pediatricians, 
and  genetecists  as  well  as  researchers  since  it  contains 
a wealth  of  information  in  synoptic  form.  It  is  highly 
recommended. 

The  only  detectable  flaw  is  the  failure  of  dealing  w'ith 
the  majiagement  of  “high-risk"  pregnancies  once  the 
diagnosis  of  an  impending  genetic  catastrophe  has  been 
made.  Tbe  interruption  of  such  pregnancy  seems  to 
be  tbe  only  logical  conclusion  to  save  the  parents  un- 
told headache,  heartache,  and  unnecessary  financial 
burden.  It  is  hoped  that  this  text  may  serve  as  a 


guideline  for  legislative  committees  charged  with  the 
revision  of  abortion  laws  (outside  of  a handful  of 
states  in  which  they  have  been  revised) . These  legisla- 
tors could  derive  the  latest  stand  of  science  on  the 
transmission  of  hereditary  diseases  and,  by  enacting  a 
more  realistic  statute,  they  would  render  an  inestimable 
service,  not  only  to  their  constituents  but  to  the  na- 
tion as  well.  This  book  stresses  the  early  recognition 
of  fetal  abnormalities  (thalidomide  babies,  future 
mongoloids,  and  babies  of  mothers  exposed  to  noxious 
viruses  or  radiation  during  the  first  months  of  preg- 
nancy) , and  it  is  high  time  that  these  should  be  in- 
cluded in  the  indications  for  abortion  if  the  mother 
requests  it. 

Werner  Steinberg,  M.D. 


Use  of  Lithium  in  Psychiatry.  Barry  Malefzky,  M.D. 
and  Paul  Blachly,  M.D.  Cleveland,  Ohio,  Chemical 
Rubber  Company  Press,  1971.  Pp.  79.  ($10.50) 

For  the  patient  in  manic  excitement,  lithium  carbonate 
appears  to  be  the  safest  and  most  effective  treatment. 
It  is  an  inexpensive  salt,  and  the  authors  of  this  text 
suggest  that  since  pharmaceutical  companies  can’t  make 
much  profit  from  lithium,  they  have  not  invested  much 
in  controlled  research.  Lithium  has  more  calmative 
influence  than  the  standard  phenothiazines  and  has 
the  advantage  of  not  making  the  patient  seem  “doped 
up.”  There  has  long  been  concern  about  the  potentially 
toxic  effects  of  large  doses  of,  or  prolonged  use  of, 
lithium,  but  as  the  writers  here  point  out,  the  cardiac 
patient  can  be  harmed  more  by  the  excitement  of  his 
overactivity  than  by  the  fluid-retaining  features  of 
lithium.  It  is,  however,  a fact  that  the  burden  of  ex- 
creting lithium  falls  largely  on  the  kidney. 

There  is  some  evidence  that  lithium  has  antidepressive 
and  even  anti-schizophrenic  effects,  but,  by  and  large, 
lithium  finds  its  major  usefulness  in  the  manic  patient. 
It  is  not  effective  in  alcoholism.  It  may  take  from  5 
to  20  days  for  the  medication  to  exercise  full  effect,  and 
it  should  not  be  abandoned  until  the  clinical  trial  has 
lasted  at  least  three  weeks,  unless  toxic  effects  develop. 
It  is  best  given  in  oral  form,  and  is  generally  avoided 
in  patients  who  have  to  be  on  low  salt  diets. 

This  slim  monograph  packs  an  enormous  amount 
of  useful  information  in  its  80  pages,  and  tells  its  story 
in  a highly  practical  way.  The  book  carries  one  of  the 
strangest  caveats  I have  ever  seen  in  a medical  text— 
“.  . . tbe  author  and  the  publisher  cannot  assume 
responsibility  for  the  validity  of  all  materials  or  for 
the  consequences  of  their  use.” 

Victor  Hubcrman.  M.D. 


Doctor  and  Patient  and  the  Law  (Fifth  Edition). 

R.  Crawford  Morris  and  Alan  R.  Moritz.  St.  Louis, 

•Mosby,  1971.  Pp.  554.  ($24.50) 

In  1943,  the  late  Louis  J.  Regan,  M.D.,  LL.B.,  pub- 
lished the  predecessor  of  this  volume.  Its  republica- 
tion and  modernization  are  evidence  of  its  usefulness. 
It  is  an  almost  encyclopedic  volume,  covering  sys- 
tematically the  physician’s  rights  and  legal  duties, 
the  nature  of  medical  testimony,  malpractice  litiga- 
tion, forensic  psychiatry,  the  medical  witness,  and 
confidential  communications.  A set  of  model  bylaws 
for  medical  societies  is  included,  as  is  the  entire  text 
of  the  AMA’s  "Principles  of  Medical  Ethics.”  A mal- 
practice preventive  program  is  detailed.  All  statements 
in  the  text  are  carefully  footnoted  to  the  relevant  case 
citations.  All  in  all,  this  is  a useful  one-volume  guide 
through  the  legal  thicket  of  medical  jurisprudence. 

Henry  A.  Davidson,  M.D. 
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Whenyou  prescribed 


Orinase 


© 


(tolbutamide, Upjohn) 


|ri 


14years 


you  had  to  rely  on 


our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or'infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary  , 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase.  , 
The  patient  on  Orinase  must  be  fully  instructed;  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications: 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial  i 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  ) ou’\'c 
jrobably  had  quite  a bit  of  clinical  experience 
^ ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
1 1 about  it. 

On  the  one  hand,  you  know  that  diet 
ad  weight  control  are  the  initial  and  essential 
Inundations  for  the  management  of  adult- 
nset,  non-ketotic  diabetes.  When  these 
1 easures  prove  satisfactory,  no  additional 
iierapy  is  indicated.  On  the  other  hand,  you 
how  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effecti\  ely  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know'  the  importance  of  • 
close  monitoring  of  the  patient.  /Mthough 
uncommon,  se\  ere  hypoglv  cemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  \ ou’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbuta  m ide,  Upjoh  n) 


ian  daily,  and  during  the  first  month  report  at  least  once  weekly 
or  physical  examination  and  definitive  evaluation.  After  a month, 
xaminations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
owering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
ibtain  and  hold  clinical  improvement  indicate  nonresponsive- 
less  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
naintaining  standard  diet  regulation.  Uncooperative  patients 
hould  be  considered  unsuitable  for  therapy.  Prescriptions  should 
le  refilled  only  on  specific  instruction  of  physician.  In  treating 
nild  asymptomatic  diabetic  patients  with  abnormal  glucose 
olerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
0 six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
ute  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
liabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
nsulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
nay  occur  and  may  mimic  acute  neurologic  disorders  such  as 
erebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
lisease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
idrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
:emia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
nides,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
pxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
ncrease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
peen  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— hoMes  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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PHYSICIANS  WANTED:  Psychiatrist- 
Immediate  openings  to  work  on  Psy- 
chiatric Services.  Also  openings  in 
community  mental  health  clinics  in 
need  of  expansion.  Jersey  Shore  Area. 
Excellent  personnel  programs  and 
benefits.  May  have  part  time  practice. 
State  License  required.  Salary  to  $29,- 
714.00  depending  on  qualifications. 
Send  resume  in  confidence  to  Michael 
R.  Simon,  M.D.,  Medical  Director,  Marl- 
boro Psychiatric  Hospital,  Marlboro, 
New  Jersey.  Telephone:  201-946-8100. 


WANTED:  Pathologist — Full  time,  for 
large  Psychiatric  Hospital  with  active 
medical-surgical  service.  To  direct 
laboratory — both  clinical  and  anatomic 
pathology.  Housing  available.  Liberal 
fringe  benefits.  Salary  up  to  $29,- 
714.00  dependent  on  qualifications. 
Please  contact  M.  R.  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric 
Hospital,  Marlboro,  New  Jersey,  (201) 
946-8100. 


PHYSICIANS 

Board  Certified 
or  Board  Eligible 

To  participate  in  medical  programs  of 
broad  scope.  New  ultra-modern  institution 
for  approximately  800  mentally  retarded 
residents  with  104  bed  medical  and  surgical 
hospital. 

Beautiful  location  in  semi-rural  rolling  lake 
country  near  Clinton,  N.J.  40  miles  equal 
distance  from  New  York  and  Philadelphia. 
Close  to  Hunterdon  Medical  Center. 

Salary  to  $29,000.  35  hour  week.  Medical 
insurance  and  retirement  benefits.  Oppor- 
tunity for  private  practice. 

For  further  information 
contact  A.  C.  Sootkoos,  Supt. 

HUNTERDON  STATE  SCHOOL 

P.O.  Box  5220,  Clinton,  N.J.  08809 


DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept.  X-2104 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will 
deposit.  Pay  balance  plus  C.O.D.  ship- 
ping on  delivery.  Be  satisfied  on  inspec- 
tion or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  speci- 
fically stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling. 
New  York  State  residents  add  applicable 
sales  tax. 


Health  Services 


Rutgers  University  has  a vacancy 

for  a Director  of  Health  Services 

for  its  Livingston  College  campus 

in  Piscatatway,  New  Jersey.  The  function 

will  be  to  provide  direction  for 

the  Student  Health  Program  as  well  as 

medical  care  for  student  patients.  This 

position  requires  a medical  degree  and 

iicensure  and  a minimum  of  1 year  internship. 

Candidates  should  also  have  familiarity 

with  public  health  comprehensive 

care  programs.  In  addition  to 

medical  expertise,  the  individual 

must  have  administrative  abilities 

to  plan  programs  and  facilities,  administer 

the  center  budget  and  supervise  the 

supportive  staff. 

Specific  responsibilities  include: 

Student  patient  care,  on  call  one 
night  per  week,  and  one  weekend  per 
month,  plan  and  coordinate  staff 
in-service  training  and  seminars. 

Benefits  include:  3 weeks  vacation, 

free  hospitalization,  educational 

opportunities,  and  possible 

affiliation  with  Rutgers 

Medical  School  in  Piscataway,  New  Jersey 

Starting  salary  for  this  position 
$21,768-$23,944. 

Send  resumes  only  to:  R.  Thomas, 

Division  of  Personnel  Services, 

RUTGERS  UNIVERSITY 

New  Brunswick,  New  Jersey  0S903 

Equal  Opportunity/ Affirmative  Action  Employer 
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CLASSIFIED  ADVERTISEMENTS 


ORTHOPAEDIST— Board  certified  or  eligible  to  join 
three-man  incorporated  single-specialty  group.  Good 
living  conditions  and  hospital  facilities.  No  invest- 
ment necessary.  Write  P.O.  Box  1865,  Trenton,  New 
Jersey  08605. 


PHYSICIAN— Established  suburban  practice,  7 general 
practitioners  group,  scenic  New  Jersey  location  within 
one  hour  New  York  City.  One  evening  per  week, 
every  6th  weekend.  Liberal  vacations.  No  investment. 
Full-time  gross  $100,000.  Ideal  for  new,  semi-retired 
general  practitioner  or  change  to  suburban  location. 
Call  Dr.  McConnell  (201)  584-4947. 


PHYSICIAN— An  active  plasmapheresis  program  with 
locations  in  northeastern  New  Jersey  and  operating 
under  the  highest  medical  standards,  requires  the 
regular,  part-time  assistance  of  a New  Jersey  licensed 
physician.  This  physician  will  be  present  on  a daily 
basis  examining  the  long-term  plasmapheresis  donors, 
evaluating  laboratory  parameters  and  overseeing  the 
conduct  of  all  phases  of  plasmapheresis.  Excellent 
financial  arrangements  and  hours.  Reply  in  confi- 
dence to  Box  No.  5,  c/o  THE  JOURNAL. 


UROLOGY— Well  established  urologist  in  the  South 
Jersey  area  is  seeking  a partner  who  must  be  board 
eligible  or  board  certified.  Near  Philadelphia,  Send 
resume.  Write  Box  No.  8,  c/o  THE  JOURNAL. 


PRACTICE  AVAILABLE— Eastern  Union  County,  New 
Jersey.  Established  general  medical  practice,  excep- 
tional opportunity  for  young  physician.  Widow  will 
discuss  terms.  Office  attached  to  home.  Equipment 
available.  Write  Box  No.  9,  c/o  THE  JOURNAL. 


FOR  SALE— Short  Hills.  Brick  ranch  home  and  ac- 
tively functioning  medical  practice;  office  2,000  feet 
plus.  Excellent  construction.  Main  thoroughfare. 
Near  hospital.  Write  Box  No.  7,  c/o  THE  JOURNAL. 


HOME  AND  OFFICE  FOR  SALE— Parsippany,  New  Jer- 
sey. Active  practice,  4-room  office,  2 lavatories,  large 
parking  lot.  Walking  distance  4 schools  and  6 apart- 
ment complexes.  3-bedroom  carpeted  home,  den,  lux- 
ury basement.  Landscaped  100  x 200  lot,  sprinkler 
system,  completely  air  conditioned.  Call  (201)  355- 
5900. 


FOR  RENT  — Metuchen,  New  Jersey,  fully  equipped  of- 
fice, 5 rooms,  parking  excellent  location,  5 hospitals 
serving  area,  5-25  minutes  distance.  Phone  (201)  549- 
2172  evenings. 


HOME  AND  PEDIATRICIAN  OFFICE  FOR  SALE 
—North  Jersey  shore.  Active  pediatric  practice,  well 
established.  Medicaid  and  private  opportunity  avail- 
able. Attractive  income,  unique  working  condition, 
4-day  week.  Minutes  away  from  teaching  hospital,  one 
hour  from  New  York  City.  Write  Box  No.  3/c/o  THE 
JOURNAL. 


FOR  SALE— Chatham,  New  Jersey.  Internist  leaving 
established  12-year  old  successful  practice  for  health 
reasons.  Ideally  situated,  4 nearby  suburban  hospitals. 
Air-conditioned,  4-bedroom  home,  swimming  pool,  6- 
room  office  combination  with  laboratory.  Large  park- 
ing area.  Extensive  records.  Corner  property,  2-car 
garage  with  electric  doors.  R.  F.  Zuch,  M.D.,  635-5000 
or  .377-8133. 


Information  for  Advertisers— RATES:-$5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


COLLECTIONS 

HENRY-LESLIE  ASSOCIATES 

"BONDED” 

P.O.  BOX  A 

CRANBURY,  N.  J.  08512 
(609)  395-1760 


P.O.  BOX  905 
TOMS  RIVER,  N.J.  08753 
(201)  244-2502 

Profesilonal  Services  for  the  Health  Professions 

NO  CHARGE  UNLESS  WE  COLLECT 


ADDITIONAL 

PERSONNEL 

REQUIREMENTS 

SEE  PAGE  398  (OVER) 
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STATE  OF  NEW  JERSEY 

offers  excellent  opportunities  for  Physicians  seeking  relocation  or 
new  challenges.  The  thirty  institutions  encompass  schools  for  the 
retarded,  mental  hospitals,  and  correctional  institutions.  General- 
ists, internists,  psychiatrists,  and  pediatricians  are  needed.  Salaries 
range  from  $14,000  to  $32,000,  depending  on  qualifications  and 
the  type  of  position.  IV2  annual  salary  in  paid  life  insurance;  retire- 
ment benefits;  living  accommodations  at  low  cost  in  some  institu- 
tions; paid  annual  vacation;  sick  leave;  and  medical  benefits.  Modern 
well  equipped  medical  facilities  with  affiliations  and  consultation 
services  throughout  system.  Opportunities  for  limited  private  prac- 
tice if  desired. 

For  further  information  write: 

Bureau  of  Personnel  Services  and  Employee  Relations 
Department  of  Institutions  and  Agencies 
135  West  Hanover  Street 
Trenton,  N.J.  08625 

An  Equal  Opportunity  Employer 


The  treatment  of 


impotence 

: due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


.. 

Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Android-x  Android-Plus 


Savhyellow  tablet  contains: 
Methyl  Testosterone  ..2.Smg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 10  mg. 

Z>ose:  1 tablet  3 times  daily. 
Available: 

Cottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  £it.(Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . . . . I . . .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 
Each  arange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ell.  (1  gr.)  ,...64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  dally. 
^uai7ab/e: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.('/4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vlt.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Add  100  mg. 

Pyridoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  Smg. 

Dose:  2 tablets  dally. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Conlrilndltatloni:  Android  Is  conffjindicated  in  patients  with  proslitic  carcinoma,  severe  cirdloranaj 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plutcing  biliary  canalicull  have  occurred  with  average  doses  ol  Methyl  Teslot- 
lerone.  Thyroid  Is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings;  large  dosages  may  cause  anoretla.  nausea,  vomiting  abdominal  pain,  durrhea.  headache, 
dir/lness,  lethargy,  paresthesia,  shm  eruptions,  loss  of  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  tn  males. 

Precautions;  If  hypothyroidism  is  accompanied  by  adrenal  IntuHiciency  the  latter  most  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Rtacllons:  Since  Androgens,  in  general,  tend  to  promote  reienlioii  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobiiired  patients;  use  ol  Testosterone  should  be  diseonilneed 
as  soon  as  hypercalcemia  is  detected. 


rogen  interrelations  and  the  hypocKolesleremic  effect  ot  androsterone.  I Clin  (ndocr 
]9S9.  9.  Farris.  E.  J.,  and  Cellan.  9.  W.  Effects  of  l-lhyronne  and  Itothyroninc  on  spermatogeftestS. 
J Urol  79:863.  19S8.  8.  Osel,  A.,  and  Farrar.  6.  I.  United  Stales  Dispensatory  (ed  25).  lippincolE.  PWI^ 
delphia.  1955,  p 1432.  7.  Wershob,  L.  P.  Seiual  Impotence  In  the  Male.  Ttiomas,  Spifnifield, 

HI.,  1959,  pp.  79-99. 


Write  lor  literature  and  samples:  (BR 
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“Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Professional  Liability  Insurance  Program 


Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 


Management  of  Loss  Control  Program— 

• Claims  Peer  Revievw 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


i 


Librium 

^hlordiazepoxide  HCI) 

and  effectiveness 


The  antianxiety  effectiveness  of  Librium  (chlor- 
diazepoxide  HCI)  has  been  demonstrated  in  more 
than  a decade  of  \’aried  use.  Librium  usually  pro- 
vides prompt,  dependable  relief  of  mild  to  severe 
clinically  significant  anxiety.  It  is  indicated  ^vhen 
reassurance  and  counseling  are  not  enough  and 
until,  in  the  physician’s  judgment,  anxiety  has 
been  reduced  to  tolerable,  appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage.  (See  ^Varnings  in 
summary  of  pre.scribing  information.) 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  ha\  e 

t^pR  1 3 '371 

WON 


been  drowsiness,  ataxia,  and  conf  usion,  particu-  ■ 
larly  in  the  elderly  and  debilitated. 

Concomitant  use:  Is  used  as  adjunctive  anti- 
anxiety therapy  concomitantly  \vith  certain  spe- 
cific medications  of  other  classes  of  drugs,  such  as . 
cardiac  glycosides,  antihypertensi\  e agents, 
diuretics,  anticoagulants,  anticholinergics  and 
antacids.  Although  clinical  studies  have  not  estab  ■ 
lished  a cause  and  effect  relationshij),  physicians 
should  be  a^vare  that  \ ariable  effects  on  blood  co- 
agulation have  been  reported  \ ery  rarely  in 
patients  recei\'ing  oral  anticoagidants  am 
diazepoxide  hydrochloride.  k n 

in  relief  of  clinicall!:  ^ ^ 
significant  anxiet  I ^ I 

04  > 
2S  'I  o 
» p. 

CO  s 

(chlordiazepoxide  lE  | ° 

5-mg,  lO-mg,  15-mg  capsi  5 >. 
up  to  100  mg  daily  in  » • 
severe  anxiety 

" C 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  ar 
ble  in  most  instances  by  proper 
adjustment,  but  are  also  occasic 
served  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reporter 
Also  encountered  are  isolated  instances!  | 
skin  eruptions,  edema,  minor  menstrual  | 
irregularities,  nausea  and  constipation,  ‘ 
extrapyramidal  symptoms,  increased  am 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltaf  ' 
fast  activity)  may  appear  during  and  afte  1 
treatment;  blood  dyscrasias  (including  I 
agranulocytosis),  jaundice  and  hepatic  | 
dysfunction  have  been  reported  occasior  i 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs'  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  li 

Nutley,  N J 07110 


balcony 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months ) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  6 1st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

to  $150,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  compariy  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  OEIaware  3-4340 
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SYMPOSIUM 

COMPUTER-AIDED  MEDICAL  DIAGNOSIS 


31  May  1972  9:00  a.m.  - 5:30  p.m. 

Newark  College  of  Engineering 
“The  Center” 

150  Bleeker  Street 
Newark,  New  Jersey 

PROGRAM 

This  symposium  is  intended  to  stimulate  dialogue  between  physi- 
cians and  engineers  concerning  the  utility  of  computers  as  a tool  for 
the  physician  in  diagnostic  applications.  Authoritative  speakers  will 
discuss  both  general  aspects  and  certain  selected  applications,  pres- 
ented in  a sequence  analogous  to  that  normally  employed  by  clinicians 
in  their  diagnostic  endeavours. 

Sponsors:  Institute  of  Electrical  and  Electronics  Engineers — New  Tech- 
nical and  Scientific  Activities  Committee  (NTSAC),  New 
York  Section 

Medical  Society  of  New  Jersey 

Newark  College  of  Engineering — Division  of  Continuing  En- 
gineering Studies 

College  of  Medicine  and  Dentistry  of  New  Jersey  at  Newark 
Department  of  Surgery — Division  of  Neurosurgery 

Approval:  New  Jersey  Academy  of  Family  Physicians  for  eight  hours' 
credit 

Information:  Division  of  Neurosurgery,  College  of  Medicine 
William  K.  Weissman,  M.D. — Room  IIOIA 
[201-877-4756] 

65  Bergen  Street,  Newark,  New  Jersey  07107 
Registration:  By  mail  Fee  $25.00  Checks  made  to  NTSAC 
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if  skin  is  infected, 
or  open  to  infection  < 

choosje  the  topicals 
that  e your  patient- 


n broad  antibacterial  activity  against 
susceptible  skin  invaders 
low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

T^feoSPOnH  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

\knishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative, 
in  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic'dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  , 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approyiate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  \ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  \ 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is^ 
perforated.  These  products  are  contraindicated  in  those  individuals  who^ 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  lii  :rature  available  on  request  from  Professional  Services 
Dept.  PML. 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmacotherapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the  c 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


fdiTi  yellow  tablet  contain$: 
Methyl  Testosterone  . .2.5  me. 
Thyroid  Cit.(1/6Kr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiomine  HCt  10  mg. 

^ote:  1 tablet  3 times  dally. 
Amitable: 

Bottles  of  100,  500.  1000. 


HIGH  POTENCY 
Each  red  tablet  contains.* 
Methyl  Testosterone  ..50  mg. 
Thyroid  Eit.(Vi  gr.)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL  ....  1 ...  10  mg. 
Uose:  I tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 
Each  oran/ie  tablet  eontaine: 
Methyl  Testosterone  .13.5  mg. 

Thyroid  Eli.  (i  gr.)  S4  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL lOmg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  Of  60.  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  u'htfe  tablet  eontaine: 
Methyl  Testosterone  ..3.5 mg. 
Thyroid  Eit.  ('/4  gr.)  ...t5mg. 
Ascorbic  Add  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyndoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  mcf. 

Ribollavin  5 mg. 

Dote:  2 tablets  daily. 
Available.  Bottles  Of  60,  500. 


Ceniraindicatienti  Android  li  confralndicafH  In  palirnti  with  pretlaHc  <a»r>n©mj.  tfwro  c«dlor*Aa| 
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caiti  of  jaundlcs  with  pluis>n<  bihaiy  cinaiKuii  ha«*  orcuictd  »<in  ayrrt«o  tfttai  of  UHiiyl  toiioa* 
terone.  Thyroid  it  not  to  be  ut«d  in  htail  d<i«ato  and  hyptrlrntion 

Warninit.  larjo  doiaiot  may  raoio  anoreiia,  neutfa.  »i«n*«in|  abdominal  pain  dte'ihea  MadMbe. 
dlrrlnfft,  l•lhar|v.  piiytlhetia,  »»in  eruptiont,  loti  of  libido  in  male*,  dytutia,  Mttna,  :cndf»l.n  bears 
failure  and  mammary  (artinoma  in  matrt 

Preciutient:  fl  hypofhyroiditm  it  arfompanied  by  adrenal  inaulfH  ienct  the  latter  — ^e  corroded  pe'es 
to  and  durmi  thyroid  adminitftafion. 

Adterte  Reaclleni:  SInco  And'Ofent.  in  lenerai.  lend  to  promote  rrtenHoa  of  todiv  ' #"d  water.  palienU 
recaiyini  Melhyl  Teilottaiona,  in  partn  -.iar  elderly  palienit.  ih-  id  be  ebitived  for  edema 
Nyperralcemla  may  occur,  particularly  in  imiwobiiired  palienlti  ute  of  tetloataroM  thMid  bo  dltconlinued 
•t  toon  at  hypercakemla  ii  d*lt<led. 
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rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


mportant  Note:  This  drug  is  not  a simpie  analgesic. 

3o  not  administer  casually.  Carefully  evaluate  patients 
3efore  starting  treatment  and  keep  them  under  close 
• iupervision.  Obtain  a detailed  history,  and  complete 
Jhysical  and  laboratory  examination  (complete 
lemogram,  urinalysis,  etc.)  before  prescribing  and  at 
requent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
raindicated  patients  or  those  who  cannot  be  observed 
llrequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
Ihe  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
[Dilk.  Patients  should  discontinue  the  drug  and  report 
imtnediately  any  sign  of;  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
apigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  Intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
llreatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyrofd  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  Ihe  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  In  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  Intervals:  Careful  detailed  history  tor  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  Ihe  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car.  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arihrillc-lype  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hemalemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  lever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomala,  aggravation  ol 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinai  hemoi- 
rhage,  toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  ol  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
lusional  stales,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucination!., 
giddiness,  vertigo,  coma,  hypervenlllalion.  Insomnia, 
ulcerative  stomatitis,  salivary  gland  onlargemenl 
(B)98-l46-800-E 

For  compiete  details.  Including  dosage,  please  see 
lull  prescribing  Inlormatlon. 
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Though  Talwin®  can  be  compared 
‘1:0  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
. / for  prolonged  periods  face  fewer  of 
fthe  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 
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Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  an^gesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dep6ndence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  tho.se 
effects  tend  to  be  self-limiting  and  to  decrea.se  after  the 
first  few  do.se.s.  (See  last  page  of  this  adverti.sement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


(as  li,\  drochlo!  ulf) 


a new  outlook  in 


Contraindications: Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used*’with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


diromc  I 
pain 

M.  of  moderate  to  severe  intensity 

of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  witl 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist 
Some  patients  previously  receiving  narcotics  have  experienced  mih 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administerec 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sucl 
patients  in  association  with  the  use  of  Talwin  although  no  cause  an> 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratioi 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequentl; 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhes 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncope 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acut 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequentl: 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarel; 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decreas 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  i 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  no 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add) 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wit 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chi' 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  i 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive 
Talwin  orally  for  prolonged  periods  have  not  experienced  witl 
drawal  symptoms  even  when  administration  was  abruptly  discor 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  hs 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an 
kidney  function  have  revealed  no  significant  abnormalities  afte 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  ovei  j 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition.  I 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  oth( 
supportive  measures  should  be  employed  as  indicated.  Assisted  c 
controlled  ventilation  should  also  be  considered.  Although  nalo 
phine  and  levallorphan  are  not  effective  antidotes  for  respiratoi 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  pa 
enteral  naloxone  (Narcan®,  available  through  Endo  Laboratories)  | 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  pa 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin®  ' 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  con  tail 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  m, 
base.  Bottles  of  100.  '' 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  e.xtensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 
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Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Doctor 

(xf 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  M.P.H.,  Formerly 
Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations ajjpcaring  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  imiuove 
their  linos  of  communica- 
tion to  the  i^ublic.  The 
medical  community  must 
develoj)  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  jiress,  and  others 
who  sometimes  criticize 
without  comiilete  informa- 
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tion.  If  not,  much  of  what 
the  medical  community! 
and  federal  regulators  do| 
will  often  be  represented  ir 
simplistic  and  somewhatj 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti-| 
coagulant  drugs  severa 
years  ago.  This  FDA  actior 
was  given  publicity  by  the 
press  and  television  that, 
went  far  beyond  its  prob 
able  importance.  The  resul 
was  a very  uncomfortable 
situation  for  the  practi 
tioner  who  had  patient; 
taking  these  meclications 
Since  the  practitioner  ane 
pharmacist  had  not  beei 
informed  of  the  action  b^ 
the  time  it  was  publicized 
in  most  states  they  wen 
deluged  with  calls  fron 
worried  patients. 

The  practitioner  can  at 
tempt  to  solve  these  prob 
lems  of  inadequate  commu 
nication  in  several  wayi 
One  would  be  the  creatio 
of  a communications  lin 
in  state  pharmacy  societie; 
When  drug  regulation  new 
is  to  be  announced,  tbe  sc 
ciety  could  immediatel 
distribute  a message  to  e\ 
ery  pharmacist  in  the  state 
The  pharmacist,  in  tun 
could  notify  the  physiciar 
in  his  local  community  s 
that  he  and  the  physicia 
could  be  prepared  to  ai 
swer  inquiries  from  13£ 
tients.  Another  approac 
would  be  to  use  profe 
sional  ])ublications  th 
practitioner  receives. 

All  of  this  leads  back  ( 
my  opening  contention: 
drug  regulation  is  to  be  e 
fective,  timely,  and  relate 
to  the  realities  of  clinic. 
j)ractice,  a better  method 
communication  .and  feei 
back  must  be  develoi^ed  b 
tw'een  the  nongovernme 
tal  medical  and  sclent  if 
communities  and  the  reg 
latory  agency. 
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Henry  W.  Gadsden, 
"hairman&  Chief  Executive 
Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
esponsibility  of  all  physi- 
ians  and  medical  scientists 
0 take  whatever  steps  they 
hink  are  desirable  in  a law- 
nd  regulation-making 
irocess  that  can  have  far- 
eaching  impact  on  the 
)ractice  of  medicine.  Yet 
nany  events  in  the  recent 
>ast  indicate  that  this  is 
lot  happening.  For  exam- 
)le,  it  is  apparent  from 
Irug  efficacy  studies  that 
he  NAS/NRC  panels  gave 
little  consideration  to  the 
1‘vidence  that  could  have 
iieen  provided  by  practic- 
ng  physicians. 

(There  are  several  current 
levelopments  that  should 
increase  the  concern  of 
practicing  physicians  about 
Irug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
jjractice  claims  and  litiga- 
tion. Another  is  the  effort 
*|Dy  government  to  establish 
‘.he  relative  efficacy  of 
drugs.  This  implies  that  if 
1 physician  prescribes  a 
^ drug  other  than  the  “estab- 
ished”  drug  of  choice,  he 
*tnay  be  accused  of  practic- 
ing something  less  than 
^Ifirst-class  medicine.  It 
'(would  come  perilously 
close  to  federal  direction  of 
'how  medicine  should  be 
' practiced. 

*'  In  order  to  minimize  this 
’ kind  of  arbitrary  federal 
'(act  ion,  a way  must  be 
"found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  tbe 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-empbasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  tbe 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


II 
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EDITORIALS 

Unsolicited 
Medical  Journals 

From  time  to  time  there  is  objection  to  send- 
ing unsolicited  medical  journals  to  doctors. 
The  feeling  is  that  it  would  be  impossible  for 
the  practitioner  to  read,  much  less  to  absorb, 
this  flood  of  unrequested  material.  In  the 
June  1971  Journal  of  the  Florida  Medical  As- 
sociation, there  was  an  estimate  that  each 
practicing  physician  is  getting  about  thirty 
pounds  a month  of  unsolicited  publications. 
However,  this  figure  actually  exaggerates  a bit. 
The  thirty  pounds  includes  not  only  journals 
but  advertisements  of  all  sorts,  and  probably 
the  regular  advertising  in  the  direct  mail  op- 
eration accounts  for  more  of  the  tonnage  than 
do  the  journals. 

d'he  Medical  Times,  issue  of  October  1971, 
has  published  an  editorial  deploring  what  it 
calls  “pollution  of  doctors’  desks”  with  this 
material,  and  has  made  its  own  contribution 
by  asking  readers  to  indicate  whether  they 
want  to  read  that  journal.  I’he  assumption 
would  be  that  doctors  who  do  not  respond 
would  be  taken  off  the  mailing  list. 

The  jnoblem  is  a real  one.  However,  most  of 
these  journals  are  short,  compact,  and  written 
in  a generally  spritely  fashion.  Many  j)racli- 
tioners  confess,  rather  shamefacedly,  that  they 
find  this  reading  more  lively  than  the  more 
formal  scientific  medical  journals.  Most  of 
these  un.solicited  journals  are  distributed,  in 
effect,  as  advertisements.  It  may  be  assumed 
that  the  ])ublishers  would  not  continue  unless 
they  had  evidence  that  the  doctors  read  the 
material.  Perha]js  the  solution  to  the  problem 
would  be  to  try  to  make  our  regular  journals 
more  readable.  The  decision  of  Medical 
Times  to  request  doctors  to  indicate  by  post- 
card that  they  are  reading  the  journal  oilers 
an  interesting  effort  to  curb  this  Hood. 


Jerome  G.  Kaufman,  M.D. 
1901-1972 

He  was  truly  one  of  the  giants  of  New  Jersey 
Medicine.  The  formal  obituary  on  page  485 
of  this  issue  gives  only  a cold,  factual  account 
of  his  crowded  contributions  to  the  people 
and  the  profession  of  our  .State.  He  seemed 
eventually  to  become  President  of  any  organi- 
zation with  which  he  was  affiliated — the  State 
Board  of  Medical  Examiners,  the  Essex  Coun- 
ty Medical  Society,  the  Beth  Israel  Medical 
Center,  and,  of  course,  The  Medical  Society  of 
New  Jersey.  Our  Society  has  thus  suffered  two 
grievous  losses — Dr.  Jesse  McCall  and  now  Dr. 
Kaufman.  We  who  must  carry  on  can  ill 
afford  such  losses. 

Dr.  Kaufman  was  a teacher.  He  held  profes- 
sorial rank  at  New  York  Medical  College.  He 
was  active  in  civic  affairs,  .serving,  for  example, 
on  the  Board  of  Directors  of  the  Medical- 
Surgical  Plan.  He  was  a trustee  of  our  State 
Society  for  over  a decade.  He  was  acti\e  in 
the  Essex  County  Blood  Bank  and  X’ice- 
President  of  the  .\mericaii  Heart  .\ssocia- 
tion.  He  was,  with  all  this,  the  good  physi- 
cian, board  certified  in  his  chosen  sjtedalty,  a 
consultant  to  numerous  hospitals  and  agencies. 
He  was  an  exemplar  of  the  philosophy  that  if 
you  want  a job  to  be  done  right,  give  it  to  a 
busy  man.  He  htbored  lor  his  Iti  yeais  of  ac- 
tive practice  on  behalf  of  his  colleagues  and 
on  behalf  of  all  the  people  of  our  connmmity. 
Death  must  come  sooner  oi  later  to  all  mortals, 
f)ut  it  is  written  that  when  one  dies  aftei  hav- 
ing lived  on  behalf  of  others,  let  there  be  no 
lamentation.  So  it  will  be  with  Jerome  (i. 
Kaufman.  He  indeed  dedicated  himself  to 
others.  W'e  grieve  but  we  do  not  lament. 

Misadventure  with 
Hexachlorophene 

I he  Food  and  Drug  .\clministi.ition  h.is  bc'en 
trying  to  wake  iq>  from  vvh.il  the  .\ssoc  i.itc'cl 
Press  calls  .i  ‘ legul.itorv  nightmare”  on  its 
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hasty  ban  on  hexachlorophene  bathing  of  the 
newborn.  Specifically  indicated  in  the  FDA  rul- 
ing was  pHisoHex  (Winthrop),  a product 
about  as  well  established  in  the  health  care 
field  as  shoes  are  in  our  clothing  customs. 

Save  for  the  tragic  consequences  growing  di- 
rectly out  of  the  restriction,  the  whole  matter 
could  be  characterized  as  just  another  regula- 
tory misadventure  which,  against  the  record 
of  oral  contraceptive  scares,  combination 
ingredients  bans,  and  once,  the  labeling  of  a 
tennis  shoe  as  a drug,  should  astonish  nobody. 

The  entire  point  is  simply  this:  When  the 
preliminary  and  obviously  inconclusive  find- 
ings suggesting  some  degree  of  hazard  in 
hexachlorophene  bathing  surfaced,  the  Amer- 
ican Academy  of  Pediatrics  acted  promptly, 
decisively,  and  effectively  to  recommend  meas- 
ures to  protect  the  newborn.  And  what’s 
more,  physicians  know  that  they  can  best  rely 
on  the  advice  of  other  physicians  who  weigh 
the  risk-versus-benefit  ratio  as  only  physicians 
can. 

The  HCP  ban  was  based  upon  three  pre- 
liminary reports:  (I)  Fifty  newborn  infants 

bathed  with  a 3 per  cent  HCP  product  in  the 
hospital  nursery  were  said  to  show  blood 
levels  of  the  agent  of  .009  to  .646  mg/ml  at 
discharge.  But,  incredibly,  the  same  report 
stated  that  “no  obvious  toxic  symptoms  were 
noted  in  the  newborns.’’  (2)  Rats  fed  (yes,  it 
said  fed)  hexachlorophene  to  achieve  mean 
levels  of  1.21  mg/ml  showed  brain  changes. 
(3)  Newborn  monkeys  washed  daily  with  a 3 
per  cent  HCP  product  for  90  days  showed 
mean  plasma  levels  of  2.3  mg/ml  and  brain 
changes  at  autopsy.  The  scientists  conducting 
the  investigation  agree  that  the  baby  monkeys 
were  not  tethered  during  their  baths,  so  just 
how  much  bathwater  was  ingested  under 
such  circumstances  cannot  be  known. 

JAMA  reported  in  February  that  staphylo- 
cocci outbreaks  were  occurring  in  hospital 
nurseries  where  use  of  HCP  had  been  discon- 


*Dr.  Kevin  J.  Murphy  of  the  Princess  Alexandra 
Hospital  in  Queensland  (Brisbane)  Australia. 


tinned.  A few  days  after  that  Journal  ap- 
peared, FDA  held  a news  conference,  mak- 
ing the  tragic  succession  of  events  public. 
The  agency  argued  that  physicians  didn’t 
really  understand  what  it  had  said  in  its  De- 
cember 6,  1971  bulletin.  The  other  inference 
was  that  it  didn’t  mean  what  it  said. 

There  is  a lesson  here,  albeit  at  the  tragic 
expense  of  the  health  of  newborns.  Physicians 
acted  promptly  to  advise  their  colleagues. 
And  other  physicians  listened.  So  the  FD.\’s 
action  was  at  worst  a monumental  goof  and  at 
best  a poorly  managed  action  of  the  bureauc- 
racy. 

We  maintain  that  these  matters  are  best 
left  in  the  competent,  experienced  hands  of 
the  medical  profession  whose  sole  concern  is 
the  preservation  and  improvement  of  the 
quality  of  life. 

From  the  March  1972  issue,  Journal  of  the  Indiana 
Medical  Association. 


But  First,  No  Harm! 

An  Australian  practitioner*  has  reported  that 
Worcestershire  sauce  can  precipitate  kidney 
stones  which,  if  not  removed,  may  lead  even- 
tually to  renal  failure.  Well,  it  appears  that 
one  of  the  major  functions  of  this  sauce  is  to 
cure  hangovers.  It  is,  of  course,  also  used  as  a 
food  condiment.  Actually,  Worcestershire 
sauce  is  what  the  dictionaries  call  a “piquant 
mixture  of  herbs,  spices,  soy,  and  vinegar.’’ 
Just  why  this  should  clear  up  the  hangover  is 
not  known,  but  thousands  of  revellers  swear 
by  it.  But  the  reports  from  down-under  do 
suggest  that  glomerular  kidney  damage  with 
aminoacids  in  the  urine,  not  to  mention  al- 
buminuria, hypertension,  and  nephrolithiasis 
may  result  from  getting  too  much  sauce.  .All 
of  this  gloomy  report  is  not  to  suggest  that 
this  Journal  has  any  expertise  in  the  toxi- 
cology of  Worcestershire  sauce,  but  rather  to 
underline  the  old  medical  aphorism  that  the 
hrst  duty  of  the  physician  is  to  do  no  harm. 
In  this  example,  the  hango\er  woidd  appear 
to  be  a lesser  hang-up  than  the  kidney  stones. 
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ORIGINAL  ARTICLES 


This  careful  survey  suggests  that  we  do  not  have  too 
much  to  boast  about  in  emergency  hospital  care  in 
Xew  Jersey. 

Survey  of  Emergency 
Departments  in 
New  Jersey  Hospitals 


Jack  R.  Karel,  M.D.,  et  al./Hillside* 

The  Medical  Society  of  New  Jersey  in  co- 
operation with  the  Division  of  Emergency 
Health  Services,  USPHS,  Region  II,  has  con- 
ducted the  first  of  a hve-part  action  ]wogr.  m 
to  determine  the  status  of  emergency  depart- 
ments of  all  hospitals  in  New  Jersey.  Purpose 
of  these  exercises  is  to  evaluate  and  stimulate 
emergency  departments  so  that  they  are  able 
to  function  effectively  at  all  times  regardless 
of  the  injury  or  illness.  This  five-jjart  pro- 
gram includes  the  following  areas:  communi- 
cations, transportation-community  organiza- 
tion, manpower  staHmg,  training,  and  facili- 
ties-resources  in  emergency  departments. 


To  obtain  adequate  information  to  evalu- 
ate the  status  of  the  emergency  departments, 
a series  of  44  jjertinent  questions**  were  sul)- 
mitted  to  administrators  of  hospitals.  Residts 
were  received  from  114  of  111  hos])itals. 

The  survey  was  conducted  by  mail  rather 
than  personal  interview.  We  realize  the  scien- 
tific limitations  of  this  ty[)e  of  survey  and  we 
accept  those  objections.  However,  from  the 
information  received  certain  trends  l>ccome 
evident  and  generalizations  can  be  made  on 
that  basis. 

Type  of  Hospital 

Most  of  the  ho.spitals  answering  the  (|ues- 
tionnaire  were  private  or  commuuilv  non- 
profit general  hosjtitals.  lesser  numbei  ol  le- 


plies  were  received  from  church-sponsored 
and  sjjccial-service  hospitals.  Eighty-four  per 
cent  of  all  the  hospitals  reported  having  an 
emergency  room  and/or  de])artment. 

Organization  and  Administration  of  the 
Emergency  Department 

The  number  of  hosjhtals  with  physicians 
staffing  on  a 24-hour  basis  is  astoundingly  few 
(i.e.,  hospitals  with  fidl-time  emergency 
physicians  on  duty).  .Slightly  more  than  half 
of  the  hospitals  have  either  registered  or  li- 
censed practical  nurses  on  a 24-hour  basis.  A 
significant  number  of  hospitals,  liowever,  are 
utilizing  non-physician  staff  personnel  who 
are  on  call  from  other  departments  within 
the  hospital.  Only  about  half  of  the  hospitals 
ha\e  clerical  ])crsoiiuel  to  assist  with  adminis- 
trative procedures  and  patient  (low.  It  was 
determined  that  50  per  cent  of  all  lu)s|)ital> 
responding  have  emergency  depanments 
which  aie  under  the  direction  of  medical  ad- 
visory (onunittees. 

Less  than  half  of  ihe  emergeucy  depanments 
ha\e  sufficient  ec|uipmeni  and  siq)plic's  |)ro]>- 
eily  to  (real  emergeucy  palienis.  This  includes 
such  ec|uipment  and  supplies  as  inhalation 
devices,  cardiac  ec|ui|)meut,  and  poison  cem- 
irol  carts. 

•I)i.  K.ircT  is  riiaiiniaii  of  the'  Af.SN'I  Commillcc  on 
Kmcrgc  tic  V Medical  Care.  Coautlior.s  arc  Louis  J. 
Doiiotrio,  Rcjcioii  It  l’io)>iain  direc  tor,  and  Inc-dca  ic  k 
1$.  I ink'.  State  I’rogiain  Reprc'sentalivc-,  IVivision  c>f 
I'.mergency  llealtli  Services.  t’SIMIS. 

**IIos()ital  c|uestionnairc  m:iy  he  ohttiined  fioin  Pr. 
Ktirel. 
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Seventy  per  cent  of  the  hospitals  lack  radio 
communication  between  each  other.  Ninety 
per  cent  of  all  the  hospitals  in  New  Jersey 
cannot  communicate  by  radio  with  ambu- 
lances.f 

Although  the  majority  of  hospitals  report- 
ed having  an  emergency  department,  only 
about  half  of  the  total  number  could  func- 
tion adequately  if  sufficient,  trained  medical 
personnel  were  available.  The  majority  of 
hospitals  continue  to  utilize  the  emergency 
department  as  an  outpatient  and  clinic  facili- 
ty- 

Discussion 

New  Jersey  is  the  seventh  largest  and  most 
densely  populated  state  in  the  nation,  the 
most  highly  urbanized  and  the  sixth  wealth- 
iest. At  least  60  per  cent  of  the  population 
lives  north  of  New  Brunswick.  Statistics  show 
over  the  past  ten  years  that  the  emergency 
department  is  the  entry  point  to  the  health 
care  delivery  system.  The  growth  in  the  use 
of  hospital  emergency  departments  is  directly 
related  to  specific  identifiable  problems,  such 
as  the  growth  of  medical  sj>ecialization  and 
decline  in  the  supply  of  general  practition- 
ers, the  shortage  of  physicians  in  many  areas 

finformation  compiled  December  1970. 


of  specialization,  the  reluctance  of  physicians 
to  make  house  calls,  the  movement  of  large 
numbers  of  people  from  one  area  to  another, 
the  increase  in  population,  and  the  use  of  the 
hospital  as  the  preferred  treatment  site  for 
trauma  and  non-acute  illnesses. 

Conclusions 

The  findings  of  this  survey  hint  at  marked 
deficiencies  in  many  aspects  of  the  field  of 
emergency  medical  care.  Emergency  depart- 
ments have  not  been  given  their  proper  status 
in  relationship  with  other  departments  of 
hospitals.  There  is  a tremendous  gap  with 
respect  to  communication  between  hospitals, 
between  hospitals  and  ambulances,  and  with 
other  agencies. 

The  emergency  department  should  be  sepa- 
rate and  distinct  from  the  outpatient  depart- 
ment. Proper  equipment  and  trained  person- 
nel must  be  provided  to  minimize  transfer  of 
patients. 

The  general  public  and  mass  media  must  be 
educated  as  to  capabilities  of  emergency  de- 
partments in  the  state.  Emergency  medical 
care  must  be  placed  in  its  proper  perspective 
and  receive  the  priority  status  that  has  been 
afforded  education,  ecology,  transportation, 
and  the  urban  crisis. 


115  North  Avenue. 


Suicide  Curriculum  Available 


An  agenda  on  suicide  prevention  is  now 
available  for  medical  schools,  graduate  stu- 
dents in  all  behavior  sciences,  colleges  of 
nursing,  and  general  universities.  This  pro- 
gram includes  a study  of  historical  and  cul- 
tural perspectives,  epidemiology,  behavior, 
theory,  diagnosis,  and  treatment,  with  both 
formal  course  work  and  clinical  experiences. 

This  program  is  designed  to  give  students  in 
the  behavioral  sciences  basic  knowledge  about 
the  skills  to  deal  with  suicidal  persons  and 


those  going  through  an  emotional  crisis. 

For  further  information  concerning  the 
critique  and  the  national  curriculum,  write 
to  Berkley  C.  Hathorne,  MPH,  Center  for 
Studies  of  Suicide  Prevention,  5600  Fishers 
Lane,  Rockville,  Maryland  20852.  It  is  not 
necessary  to  go  to  Rockville  to  take  this  course. 
The  National  Institute  of  Mental  Health 
will  assist  groups  (medical,  university,  and 
so  on)  in  preparing  a curriculum  for  giving 
the  program  locally. 
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NWAHISTINE  IP 


' j .V  ^ ^ L 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions;  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  contu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  "weak- 
ness," urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
it  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  Inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
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are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  dally 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
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For  Amebiasis.  Adults.  For  acute  intes- 
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This  seems  to  be  the  first  documented  case  of  three 
separate  primary  carcinomata  of  the  breast  in  the 
lame  patient. 


The  Multicentric  Origin 
of  Breast  Cancer 

A Case  Report  of  Three  Separate  Primary  Breast  Carcinomas 
in  a Single  Patient 


Donald  K.  Brief,  M.D.,  et  a/./Newark* 

Multicentric  origin  of  carcinoma  of  the 
breast  was  first  alluded  to  by  Nisbet  in  1800 
and  since  that  time  has  been  noted  frequently 
in  several  large  seriesd  Davis, ^ in  1920,  re- 
ported eight  cases  of  bilateral  carcinoma  of 
the  breast  in  a series  of  166  patients.  Kilgore,® 
in  1921,  suggested  that  patients  with  stage  1 
carcinoma  of  the  breast  may  well  have  a 
higher  incidence  of  carcinoma  in  the  second 
breast  should  they  live  long  enough  to  de- 
velop a second  cancer.  Since  these  two  early 
reports,  others  have  recognized  the  increased 
incidence  of  carcinoma  in  the  opposite 
breast.  It  is  now  generally  well  established 
that  a patient  with  primary  carcinoma  of  one 
breast  will  be  prone  to  develop  another  pri- 
mary carcinoma  of  the  other  breast. 

It  is  estimated  that  about  65,000  new  carcino- 
mas of  the  breast  will  be  diagnosed  in  this 
country  in  the  next  year  and  at  least  6,000  of 
them  will  develop  carcinoma  in  the  opposite 
breast.  Insofar  as  we  can  tell  from  a review  of 
the  literature  there  has  never  been  a 
documented  case  reported  of  three  separate 
carcinomas  of  the  breast  in  a single  patient. 
We  have  recently  treated  a patient  at  the 
Newark  Beth  Israel  Medical  Center  who  ap- 
pears to  satisfy  the  criteria  for  making  a diag- 
nosis of  three  separate  carcinomas  of  the 
breast  and  this  may  be  the  first  reported  in 
the  English  literature. 


A 63-year-old  woman  was  admitted  to  the  Newark 
Beth  Israel  Medical  Center  in  September  1969  with  a 
small  lump  in  the  region  of  a previous  simple  mas- 
tectomy scar  at  its  medial  inferior  aspect,  in  the  re- 
gion where  the  major  portion  of  the  breast  had  been 
before  mastectomy.  In  1937  a benign  tumor,  pre- 
sumably fibrocystic  disease,  was  removed  from  her 
right  breast.  In  August  of  1952,  at  age  46,  she  de- 
veloped a mass  in  her  left  breast  and  underwent  a 
simple  mastectomy.  Histologic  study  revealed  this  to 
be  an  adenocarcinoma  (Figures  1 through  5)  and 


Figure  1— August  1952  (age  46)  left  breast— Adeno- 
carcinoma in  1952  low  power  x 100. 


•From  the  Department  of  Surgery,  Newark  Beth  Israel 
Medical  Center,  Newark,  New  Jersey,  and  the  New 
Jersey  Medical  School,  CMDNj.  Coauthoi-s  ate  A. 
Gopalakrishnan,  M.D.  and  Young  M.  Kim,  M.D. 
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Figure  2— August  1952  (age  46)  Left  breast— Adeno- 
carcinoma in  1952  high  dry  x 400. 


Figure  3— September  1952  (age  46)  Right  breast  show- 
ing lobular  carcinoma  (H  & E x 100)  . 


Figure  4— September  1952  Right  breast  showing  lobu- 
lar carcinoma  with  areas  ot  in  silu  pattern  (intra- 
ductal proliferation)  x 400. 


Figure  5— High  jjower  \iew  of  Figure  3 showing  two 
types  of  cell  populations.  Lobular  carcinoma  x 400. 

she  was  treated  \\ith  x-ray  thcra])y  postopcrati\el\.  Xo 
axillary  dissection  was  done  at  this  lime.  .\t  the  time 
of  admission  for  her  first  mastectomy  on  the  left  side, 
in  .August  1952.  a small  mass  was  noted  in  the  right 
breast.  One  month  after  her  first  o[)eration  she  un- 
derwent a simple  mastectomy  of  the  right  breast.  The 
pathologist  found  this  to  be  a lobular  carcitioma  with 
two  (lillercnt  cell  l\pes  being  noted  atid  with  no 
e\idence  ol  metastasis.  (Figures  3 and  5).  These  were 
thought  to  represent  simnltanc'ous  separate  primaries 
in  both  breasts.  No  ,\-ray  therapy  was  administered 
to  the  right  axilla. 

Six  years  later,  in  1958,  she  developed  a few  palpable 
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l)iiipli  nodes  in  the  left  axilla,  these  tvere  excised  and 
showed  reactive  hyperplasia  without  evidence  of 
metastasis.  She  did  well  to  the  present  time  when  she 
noted  the  development  of  a single  mass  in  the  previ- 
ously described  location.  The  mass  was  firm,  two 
centimeters  across,  irregular,  with  retraction  of  the 
overlying  skin  but  freely  mo\al)le  from  the  cliest  wall. 
There  were  no  obvious  axillary  nodes  palpable  on  the 
right.  Skeletal  survey  and  bone  scan  and  liver  func- 
tion studies  showed  no  evidence  of  metastasis.  It  was 
felt  at  this  time  that  this  was  either  a metastasis  from 
one  of  her  previous  breast  carcinomas  or  that  it  rep- 
resented a third  primary  in  remaining  breast  tissue 
left  behind  after  the  simple  mastectomy  in  1952.  In 
reviewing  the  operative  notes  of  the  operating  surgeon 
in  1952  it  was  difficidt  to  tell  whether  a thorough 
simple  mastectomy  had  been  done.  During  the  present 
admission,  a small  incisional  biopsy  was  performed 
on  the  mass.  A frozen  section  revealed  this  to  be  a 
ductal  carcinoma.  Consequently,  a wide  excision  of 
the  primary  tumor  with  an  incontinuity  radical 
axillary  dissection  was  performed.  A skin  graft  was 
necessary  to  close  the  defect  since  no  excess  skin  was 
present  because  of  the  previous  mastectomy.  Post- 
operatively,  the  patient  recovered  well  and  pathologic 
report  on  the  specimen  showed  this  to  be  a ductal 
carcinoma  with  areas  of  scirrhous  reaction  and  foci 
of  ;n  situ  pattern  confirming  the  fact  that  this  was 
a third  primary  carcinoma.  (Figures  6 through  9.) 
Forty-two  lymph  nodes  were  dissected  in  the  speci- 
men and  sections  showed  no  evidence  of  metastasis. 

A short  review  of  the  literature  follows  with 
an  attempt  to  answer  three  major  questions: 
(1)  What  are  the  criteria  for  diagnosing 
bilateral  jrrimary  breast  carcinoma?  (2)  What 


Figure  6— Duct  carcinoma  of  right  breast  17  years  after 
sini|)le  masledomy  for  lobular  (arcinoma  of  tlie 
saine  breast. 


Figure  7— Duct  carcinoma  of  riglu  breast  in  1909 
(shown  in  Figure  (i)  showing  areas  of  scirihous  pat- 
terns. (H  & E X 40)  . 


Figuie.'  New  piiin.iry  duct  caiainonu  .-f  light  bi«M>i 
in  lb(i!i  -bowine.  leas  of  i.mmoma  p.ii.-.-in 

ivliiih  (onlirno.  iliat  this  lesion  i--  • true  new  piiiii.ti- 
1.  .ion,  11  :<.•  I \ 40)  . 
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Figure  9— Higher  power  view  of  Figure  8 showing 
a clearer  picture  of  carcinoma  in  situ  with  foci  of 
calcification.  (H  & E x 100)  . 


is  the  incidence  of  bilateral  breast  carcino- 
ma? (3)  What  are  the  clinicopathological 
characteristics  of  the  second  primary  carci- 
noma? 

Criteria  for  Diagnosing  the 
Second  Breast  Carcinoma 

“Attempts  at  the  recognition  and  identifica- 
tion of  multiple  new  growths  have  been  made 
as  early  as  1869  when  Fennel  and  Kapsinow 
credited  Bilroth  for  the  earliest  establishment 
of  criteria  of  multiplicity.’’  (Quoted  from 
Carroll  8c  Shields)^  Since  then  several  authors 
have  described  the  characteristics  of  the  sec- 
ond new  primary  and  in  1954  Guiss®  report- 
ed his  criteria  which  have  generally  been  ac- 
cepted. Until  that  time  the  histopathologic 
difference  between  the  carcinomas  was  the 
key  to  differentiate  between  a metastasis  and 
separate  breast  primary  carcinoma.  The  cri- 
teria which  Guiss  described  were: 

(a)  Definite  evidence  of  carcinoma  in  the  first  breast 
being  operated  upon. 

(b)  Approximate  time  interval  greater  than  two  years 
after  surgery  during  which  time  there  was  no 
evidence  of  recurrence  or  metastatic  disease. 


(c)  The  development  of  a clinically  independent  sec- 
ond primary  in  another  breast  without  evidence 
of  metastasis  developing  elsewhere. 

(d)  The  clinical  course  of  the  patient  after  the  breast 
operations. 


Further  characteristics  were  laid  down  by 
Robbins  and  Berg*’  in  1964  who  published  an 
exhaustive  study  on  the  clinicopathologic 
manifestations  of  second  primary  breast  car- 
cinoma. Their  criteria  are  as  follows:  (Table 

I) 

TABLE  I 


Criteria  for  Distinguishing  Primary 
from  Metastatic  Breast  Cancer 


Primary  Metastatic 

1.  Site  Breast  Parenchyma  Fat  surrounding 

Upper  outer  Quad-  the  breast.  Fatty 
rant  tail  of  breast,  or 

nearest  to  mid- 
line 


2.  Number 

3.  Type  of 
growth 

4.  Association 
with  in 
situ  ca. 


Single  Multiple  (satel- 

lite nodule) 

Stellate,  crablike  Expansile  growth 

Always  present  ex-  Not  associated 
cept  medullary  ca. 


Histopathological 

disparity 


Different  type 

Degree  of  nuclear  differentiation 
in  same  type 


Time  limit  5 yrs.  (Leis)* 

2 yrs.  (Guiss)  “ 

6 mos.  (Shilleto)” 


(1)  Location:  Breast  metastasis  from  one 
breast  to  another  is  largely  lymphatic  and  so 
appears  most  often  in  the  fat  that  surrounds 
the  breast  parenchyma  proper  rather  than  in 
the  breast  tissue  itself.  It  usually  appears  in 
the  part  of  the  breast  nearest  to  the  mid-line, 
or  when  there  is  a retrogressive  spread  from 
nodes  in  the  opposite  axilla  to  the  tail  of  the 
breast.  Second  primary  breast  carcinoma,  by 
contrast,  can  be  expected  to  be  in  the  breast 
tissue  itself  and  like  the  first  is  usually  in  the 
outer  quadrant  and  not  in  the  fatty  wall. 


(2)  Multiplicity:  Metastases  are  often  mul- 
tiple, whereas  the  primary  is  a single  lesion. 


(3)  The  presence  of  associated  in  situ  car- 
cinoma: This  is  most  important  because  al- 
most any  primary  breast  carcinoma  when  ex- 
amined carefully  can  be  found  developing  in 
areas  in  w'hat  appear  to  be  in  situ  carcinoma. 
(Our  case  Figures  4,  8,  and  9)  This  is  not  the 
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case  with  metastatic  carcinoma  of  the  breast 
in  which  no  such  in  situ  appearing  lesions 
can  be  found.  The  exception  to  this  is  in 
medullary  carcinoma  around  which  in  situ 
changes  are  not  expected. 

(4)  The  type  of  growth:  In  addition,  a sec- 
ond primary  breast  carcinoma  was  assumed  to 
exist  when  the  first  and  second  cancers  dis- 
closed a wide  disparity  of  the  histologic  type, 
such  as  in  the  case  presented  herein.  It  would 
be  most  unusual  if  one  found  a papillary  car- 
cinoma of  the  breast  in  one  side  and  medul- 
lary carcinoma  of  the  breast  in  another,  and 
these  proved  to  be  metastatic  rather  than  two 
separate  primaries.  When  the  histologic  pat- 
terns were  similar  the  lesions  were  considered 
to  be  independent  primary  lesions,  if  either 
of  the  following  criteria  were  present : 

(a)  The  degree  of  nuclear  differentiation  of  the 
second  was  definitely  greater  than  the  first  lesion. 

(b)  The  second  lesion  appeared  more  than  five  years 
after  the  first  lesion,  when  the  patient  was  with- 
out any  evidence  of  metastatic  disease  at  the  time 
of  detection  of  the  second  lesion. 

(5)  Incidence  of  multiple  carcinomas  of  the 
breast:  Malignant  tumors  of  the  breast  may 
have  multicentric  origins  as  do  lesions  of 
skin,  oral  mucosa,  colon,  ovary,  cartilage,  and 
peripheral  nerve  sheath.  The  same  pheno- 
menon also  appears  in  the  breast.  Thus 
Cheatle,^  in  his  original  research,  reportetl 
on  the  occurrence  of  multiple  foci  of  breast 
carcinoma  while  Qualheim  and  Gall®  in  a 
study  of  sections  of  157  breasts  removed  for 
carcinoma  found  multiple  foci  of  carcinoma 
in  54  per  cent  of  specimens.  They  concluded 
that  primary  mammary  carcinoma  (as  carcino- 
ma does  in  other  areas)  constitutes  a disorder 
of  the  entire  organ  and  appears  to  be  a mul- 
ticentric process.  It  is  not  surprising  that 
breast  carcinoma  should  occtir  bilaterally  since 
the  breast  is  a paired  organ  and  should  be 
considered  as  an  anatomic  system  rather  than 
as  separate  unrelated  organs.  Both  breasts  arc 
under  the  same  genetic  and  hormonal  infiu- 
ence.  The  literature  indicates  that  bilateral 
breast  carcinoma  occurs  in  1 to  20  per  cent  of 
breast  carcinoma  jiatients.  Such  a variation 
reflects  factors  as  duration  of  survival  after 


the  first  carcinoma,  rigidity  of  diagnostic  cri- 
teria, the  age  of  patients,  and  so  on.  Simul- 
taneous bilateral  primary  breast  carcinomas 
are  uncommon  and  occur  in  a range  of  0.1  to 
2 per  cent  whereas  a non-simultaneous 
bilateral  primary  breast  carcinoma  is  fairly 
common  occurring  in  an  average  of  8 per 
cent  of  patients  with  breast  carcinoma.  The 
variability  of  these  figures  is  shown  in  Table 
II  and  Table  III. 


TABLE  II 

Simultaneous  Bilateral  Primary  Breast  • 
Carcinoma  Incidence 


Authors 

Per  cent 

Guiss 

0.1 

Ruef  and  Ehlers 

0.2 

Hartnett 

0.3 

Moertel  and  Soule 

0.3 

Robbins  and  Berg 

0.3 

Leis 

0.3 

Herrmann 

0.4 

Farrow 

0.4 

Haagensen 

0.4 

Mithers,  et  at. 

0.6 

Greenough 

0.7 

Desaive 

0.7 

Mustacchi,  Pandolfi,  and  Bucalossi 

0.7 

Harrington 

1.0 

Trushnikova 

1.0 

Hubbard 

1.09 

Caroll  and  Shields 

1.4 

Lewis  and  Reihoff 

1.5 

Berard  and  Ballivet 

1.5 

Clifton  and  Young 

1.5 

Fits  and  Patterson 

1.8 

Kountz,  Bell,  and  Ahkpiist 

2.0 

• Quoted  from  Leis,  el  al.’ 

TABLE  HI 

No7i  Simultaneotis  Bilateral  Primary 

Breast  • 

Carcinoma  Incidence 

Authors 

Per  cent 

Guiss 

1.0 

Sartori 

1.0 

Kilgore 

1.1 

Herrmann 

1.5 

Greenough 

1.6 

Berartl  and  Ballivet 

1 .6 

Moore,  Judd,  and  Moore 

1.7 

Haagensen 

1 .9 

Mustacchi.  Paudolli,  and  Bucalossi 

*) 

Smilbers,  et  al. 

2.4 

Reese 

3.0 

Farrow 

3.2 

Caroll  and  Shields 

3.3 

Lewis  and  Rienholl 

3.3 

Hartnett 

3.4 

Desaive 

3.6 

Moertel  and  .Soule 

3.7 

'Freves  and  lh)lleb 

4.2 

McIVilliams 

4.7 

Fits  aiul  Paterson 

5.7 

Robins  and  Berg 

li.5 

Leis 

7.6 

Keyes,  Jordan,  ami  Wyatt 

12.0 

* Quoted  from  I.ci.s,  cl  al* 
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(6)  Clinicopathological  features  of  the  sec- 
ond carcinoma:  The  literature  suggests  that 
second  breast  carcinoma  develops  more  fre- 
quently in  patients  who  are  less  than  50  years 
of  age  at  the  time  of  the  initial  carcinoma  and 
in  those  patients  with  a high  family  incidence 
of  breast  carcinoma.  Women  who  are  young- 
er than  50  at  the  time  of  the  first  breast 
carcinoma  have  twice  the  yearly  risk  of  de- 
veloping carcinoma  in  the  second  breast  as 
against  those  who  are  more  than  60  years  old. 
In  the  series  of  Robbins  and  Berg,®  the  max- 
imum number  of  second  primary  carcinomas 
of  the  breast  appeared  in  the  immediate  years 
following  the  initial  surgery.  Of  particular 
interest  was  the  finding  that  the  risk  of  de- 
veloping a second  primary  breast  carcinoma 
was  greater  in  those  patients  whose  initial 
lesions  were  of  the  type  associated  with  a 
better  than  average  prognosis  as  in  lobular, 
in  situ  carcinomas,  comedo  carcinomas,  the 
colloid,  medullary  types,  and  the  stage  I cases 
in  general.  Recently,  it  has  been  reported  by 
Patrick®  that  the  occurrence  of  pregnancy  af- 
ter the  removal  of  one  breast  for  carcinoma 
seems  to  favor  the  occurrence  of  carcinoma  in 
the  other  breast.  This  has  not  been  well  docu- 
mented. 

Survival  rate  after  a second  breast  carcinoma 
is  poorer  than  that  of  the  first  carcinoma 
alone.  Moertel  and  Soule^®  reported  a 56 
per  cent  five  year  survival  rate  after  the  sec- 
ond carcinomas  as  compared  to  60  per  cent 
after  the  first.  Robbins  and  Berg®  have  a five 
year  survival  rate  of  54  per  cent  after  the 
second  and  62  per  cent  after  the  first  carcino- 
ma. The  figure  of  70  per  cent  survival  after 
the  second  was  reported  by  Clifton  and 
Young.ii  Harrington’®  reported  an  over-all 
of  15  year  survival  rate  of  25  per  cent  after 
the  first  carcinoma  and  19  per  cent  15  year 
survival  after  the  second  carcinoma.  From  the 
composite  it  would  appear  that  the  second 
breast  carcinoma  is  a substantial  additional 
risk  to  the  patient  since  only  about  50  per 
cent  of  patients  with  a second  primary  sur- 
vive five  years  after  the  removal  of  the  breast. 

7he.se  results  are  summarized  in  Table  IV. 


TABLE  IV 

Prognosis  in  Bilateral 
Breast  Cancers 

5 year  Survival 


Authors 

After  First 
Ca. 

After  Second 
Ca. 

Moertel  and  Soule 

60% 

56% 

Robins  and  Berg 

62% 

54% 

Clifton  and  Young 

62% 

Harrington 

25%  * 

19%  * 

Leis 

97.8% 

48.9%  after 
10  years 

McIVilliains 

38.0% 

Mersheiiner 

97.2% 

* 15  year  simival  figures. 

Comment 

When  one  sees  a patient  ^vith  two  breast  tu- 
mors it  is  difficult  to  tell  whether  these  are 
two  different  primary  carcinomas  or  metasta- 
tic disease  from  one  breast  to  the  other.  Ac- 
cording to  Shilitto,’®  metastasis  from  one 
breast  to  another  appears  most  often  in  the 
fat  that  surrounds  the  breast  parenchyma 
pro]>er,  or  is,  also  often,  either  in  the  part 
nearest  the  mid-line  or  in  the  tail  of  the 
breast  from  retrogressive  spread  from  the  ax- 
illary lymph  nodes.  The  second  primary' 
breast  carcinoma  can  be  exjrected  to  be  in  the 
breast  tissue.  In  our  patient,  all  three  tumors 
were  in  breast  tissue  parenchyma,  and  had 
histologic  characteristics  of  separate  tumors. 
Metastases  tend  to  be  multiple,  especially  on 
microscopic  examination.  They  tend  to  grow 
in  an  expansile  fashion  rather  than  the  more 
common  stellate,  crablike  growth  patterns  of 
primary  disea.se.  Most  important,  metastases 
are  not  associated  with  continuous  in  situ 
carcinomas  while  such  in  situ  foci  are  the 
rule  in  primary  carcinomas.  The  long  free 
interval  without  evidence  of  any  metastatic 
disease  occurring  again  suggested  tliat  this  is 
a third  primary.  It  .seems  obvious  that  in  the 
performance  of  a simple  mastectomy,  all 
breast  tissue  should  be  removed.  In  this  par- 
ticular case  residual  breast  tissue  was  left  be- 
hind on  the  right  and  a third  primary  obvi- 
ously developed. 
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Recently  a subcutaneous  mastectomy  with  re- 
placement of  silicone  prosthesis  has  been  re- 
ported in  the  treatment  and  management  of 
severe  chronic  fdjrocystic  disease  or  adeno- 
sclerosis  with  multiple  biopsies  being  neces- 
sary. Should  the  surgeon  perform  this 
procedure  with  anticipated  plastic  repair  it  is 
required  that  he  carry  out  a thorough  mas- 
tectomy. Obviously  the  remaining  breast  tis- 
sue may  be  the  source  of  dilficidty  and  diag- 
nostic confusion  in  the  future. 

Summary 

A f)3-year  old  woman  was  treated  for  three 
histologically  distinct  and  separate  jirimary 
breast  carcinomas.  The  third  tumor  was  di.s- 
covered  in  residual  breast  tissue  following  a 
right  simple  mastectomy  for  lobular  carcino- 
ma seventeen  years  previously  and  was 
treated  by  radical  mastectomy.  Pathology 
showed  this  tumor  to  be  ductal  carcinoma 
arising  in  residual  breast  tissue.  The  histology 
of  the  left  breast  tumor  was  adenocarcinoma 
treated  by  simjjle  mastectomy  in  1952.  There 
tvere  no  positive  nodes  in  any  of  the  speci- 
mens including  the  ratlically  resectetl  right 
breast  ductal  tumor. 

This  case  satisfies  all  of  the  criteria  outlined 
by  previous  authors  dilferenliating  separate 

201  Lyons 


and  distinct  breast  cancers  from  metastatic 
breast  cancers  in  the  contralateral  breast,  and 
is  the  first  such  case  to  be  reported. 

If  simjjle  mastectomy  is  performed  for  any 
reason  care  must  be  taken  to  remove  all 
breast  tissue. 
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Professionalization  for  '^Medical  Representatives'^ 


The  long  established  “detail  man”  may  now 
aetjuire  certification  through  a new  “Certified 
Medical  Repre.sentatives  Institute.”  Affiliated 
with  the  Institute  are  Ciba,  Dorsey,  Knoll, 
Rol)ins,  Syntex,  Ortho,  VVarner-Chilcott,  and 
several  other  w’ell-establislied  pharmaceniical 
companies.  The  representative  sulmiits  him- 
self to  a course  of  study  irlus  an  examination. 
Material  covered  includes  anatomy,  physiolo- 
gy, government  regulations  allecting  pharma- 


ceuticals, and  meilical  lerminology.  Klective 
credits  arc  availaltle  in  mi< rol)iology.  psychol- 
ogy, biochemistry,  economics,  marketing,  and 
research  metitods.  By  now,  150  repre.senta- 
tives have  beeti  awarded  the  CMR  certificate 
("Certified  Medical  Re|)rescnt.itive”).  ^fc)re 
information  on  this  program  may  be  ob- 
tained from  Dr.  ITecl  C.  Coldtlmrpe,  Cci- 
tifiecl  Medical  Repiesentative  Institute.  110 
F.lm  .\venuc,  .S.  \\’..  Roauoke.  \’irgini;i  21010. 
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The  negfative  power  of  undue  anxiet 
in  congestive  heart  failure... 
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T^ical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  arcdety 
accompanying 
congestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  signihcant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings  : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  arc  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido-all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  .activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  bloocl  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


’■  N.  Roche  Laboratories 

ROCHE  /Division  ot  Holtmann-La  Roche  Inc. 

, / Nutley.  N J 07110 


Whenyou  prescribed 

Orinase 


I rot 
itt 


14years  a^, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
yobably  had  quite  a bit  of  clinical  experience 
' ith  Orinase. 

Maybe  as  much  as  1 4 years. 

And  that  means  you  know  quite  a 
I t about  it. 

I On  the  one  hand,  you  know  that  diet 
:id  w eight  control  are  the  initial  and  essential 
(undations  for  the  management  of  adult- 
nset,  non-ketotic  diabetes.  When  these 
■leasures  prove  satisfactory,  no  additional 
lerapy  is  indicated.  On  the  other  hand,  you 
now  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
low^er  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know'  the  importance  of  - 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypogh  cemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  ) Ou’re 
familiar  with,  and  probably  ha\  e confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


dan  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice):  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bo\Ues  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 
© 1971  The  Upjohn  Company  JA7M495  MEDB-S-S  LAO-6 
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DIAGNOSTIC  SCIENCES,  INC,  146  Speedwell  Avenue,  Morris  Plains,  New  Jersey  07950  (201 ) 538-0047 


Dear  Doctor: 

Arbitrary  and  short-sighted  rulings  of  third  party  insurance  carriers  appear  to  be  directly  and  in- 
directly hampering  your  prerogative  in  ordering  laboratory  tests.  We,  therefore,  want  to  bring  to 
Vour  attention  pertinent  quotes  from  a recent  report,  encouraged  by  Congress,  by  a section  of 
the  National  Institute  of  Health  which  evaluates  the  relationship  between  the  physician  and  the 
clinical  laboratory,  for  now  and  the  future: 

"The  excellence  of  future  medical  practice  will  depend  to  a large  degree  on  the  development  of 
new  and  improved  laboratory  measurement.  ...  By  correlating  these  data  with  clinical  in- 
formation, physicians  can  make  the  best  diagnosis  or  evaluate  therapy  for  their  patients  with 
the  least  delay. ^ 

The  use  and  acceptance  of  the  concept  of  using  multiple  analysis  and  determining  related  param- 
eters to  aid  in  your  diagnosis  and  treatment  is  both  praised  and  affirmed  in  this  report  by  the 
following  quotes: 

. . the  severity  of  the  disorder  in  clinical  terms  may  not  be  directly  related  to  the  degree  of 
divergence  from  the  "normal"  for  the  biochemical  parameter  under  study. 

".  . . that  frequent  measurements  of  the  same  parameter  on  different  occasions  or  many  related 
parameters  at  the  same  time  may  be  more  valuable  than  the  static  measurement  of  a single 
parameter. I 

Apparently  then,  multiple  analysis  is  currently  considered  a necessary  tool  to  be  used  by  the 
physician  in  diagnosis  and  therapy.  Recent  insurance  rider  restrictions  and  administrative  harass- 
ments  tend  to  restrict  your  free  choice  of  these  tests.  But  the  carrier  does  not  assume  your  re- 
sponsibility and  liability  for  the  well  being  of  your  patients.  You  have  the  ultimate  authority 
and  you  bear  the  final  responsibility  for  the  management  of  your  patients. 

We  are  writing  this  letter  because  we  perform  laboratory  testing.  We  are  proud  of  the  advances 
in  the  services  which  we  have  brought  to  the  people  we  serve.  We  wish  to  continue  to  bring  ad- 
vances in  quality,  techniques,  and  services  to  a full  spectrum  of  laboratory  determinations  for 
you  to  use  as  aids  in  diagnosis. 

If  third  parties  dictate  what  test  can  be  ordered,  everyone  will  suffer— you,  your  patients  and 
us. 


,1)  A Status  Report  of  the  National  Institute  of  General  Medical  Sciences,  National  Institute  of  Health, 
"The  Mechanization,  Automation  and  Effectiveness  of  the  Clinical  Laboratory,"  1971  DHEW  (NIH) 
72-145  pp,  1-7. 
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Increasing  use  of  antibiotics  has  made  many  of  us 
less  interested  in  the  blood  culture.  Here  is  a well- 
rounded  report  of  the  implications  of  over  1600  blood 
cultures. 

Clinical  Significance  of 
Positive  Blood  Cultures* 


Stanley  Burrows,  M.D.  and 
Dorothy  Gottesman,  B.A./Camden 

The  circulating  blood  is  normally  sterile. 
Blood  cultures  are  frequently  performed  in 
the  study  of  febrile  episodes  of  obscure  nature 
or  that  suggest  dissemination  of  a previous- 
ly localized  infection.  However,  not  all  posi- 
tive blood  cultures  are  clinically  significant 
and  a reasonable  proportion  may  represent 
contamination  of  cultures  by  nonpathogenic 
microorganisms.  During  1970,  1662  blood  cul- 
tures were  performed  at  The  Cooper  Hospi- 
tal. The  records  of  all  of  the  patients  with 
positive  blood  cultures  were  reviewed  to  de- 
termine the  clinical  significance  of  various 
bacteria  in  the  blood.  Experience  may  vary 
from  year  to  year  or  among  different  hospi- 
tals, but  analysis  of  this  experience  in  a large 
general  hospital  may  serve  as  a basis  for  the 
clinical  interpretation  of  positive  blood  cul- 
tures. 

Using  sterile  technic,  approximately  5 cc.  of 
blood  are  drawn  directly  into  each  of  two 
blood  culture  bottles  containing  50  cc.  of 
broth : tryptic  soy  broth  and  thiol  broth 
(Difco  Laboratories,  Detroit,  Michigan). 
Each  blood  culture  bottle  contains  sodium 
polyanetholsulfonate  to  inactivate  normal  an- 
tibacterial factors  in  blood  and  carbon  diox- 
ide to  promote  growth  of  the  more  fastidious 
organisms.  The  tryptic  soy  brotli  is  cultured 
under  aerobic  conditions,  whereas  anaerobic 
conditions  are  maintained  for  the  thiol  broth. 

Culture  bottles  are  incubated  until  growth 
is  seen  or  for  at  least  seven  days.  Smears  and 


subcultures  are  routinely  made  after  24  hours 
for  detection  and  identification  of  bacteria 
and,  if  negative,  again  when  the  broth  is  sus- 
picious for  growth  or  after  seven  days  of  incu- 
bation. 

Results 

Results  of  blood  cultures  with  listing  of 
organisms  isolated  are  shown  in  Tables  1 and 
2.  Although  the  incidence  of  positive  cultures 
of  8.6  per  cent  was  less  than  13  per  cent  of  a 

Table  1 

Incidence  of  Positive  Blood  Cultures 

Total  blood  cultures  1662 

Positive  cultures  143  (8.6%) 

Pure  cultures  136 

Mixed  cultures  7 

Table  2 

Organisms  Isolated  (150  isolates) 


Staphylococcus  aureus  l.^> 

Staphylococcus  epi<lermidis  14 

Streptococcus  12 

Diphtheroids  1.’’ 

Pneumococcus  ^ 

Kscherichia  coli  27 

Enterobacter  13 

Proteus  1 1 

Pseudomonas  9 

Bacteroides  6 

Hemophilus  influenzae  4 

Clostridium  perfrinpens  3 

Neisseria  meningococcus  2 

Salmonella  enteritidis  2 

Bacillus  subtilis  2 

Serratia  2 

Listeria  monocytogenes  I 

Mima  polymorpha  1 

liafnia  1 

Galtkya  telragenes  1 


•From  The  Cooper  Hospital  in  Camden,  where  Dr. 
Burrows  is  chief  atlcnding  pathologist  and  Mrs. 
Gottesman  is  bacteriologist. 
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large  series  reported  by  Kotin\  this  can  be 
largely  attributed  to  a lower  incidence  of 
nonpathogenic  Staphylococcus  epidermidis  in 
our  series  (10  vs.  38  per  cent).  Most  of  the 
blood  cultures  at  Cooper  Hospital  are  drawn 
by  a small  group  of  specially  trained  bacteri- 
ology technicians.  This  has  reduced  the  inci- 
dence of  isolations  of  nonpathogenic  contam- 
inants in  blood  cultures. 

Analysis  of  Results 

Microorganisms  that  did  not  appear  to  be 
clinically  significant  in  blood  cultures  in- 
cluded Staphylococcus  epidermidis,  Diph- 
theroids of  Corynebacterium  species,  Serratia, 
Bacillus  subtilis,  Hafnia,  Mima  polymorpha, 
and  Gaffkya  tetragenes.  This  does  not  refute 
their  significance  in  special  situations,  but 
none  of  the  isolations  at  Cooper  Hospital 
could  be  correlated  with  clinical  infection. 
Especially  for  Staphylococcus  epidermidis, 
that  is  a common  nonpathogenic  skin  contam- 
inant, repeated  isolations  from  the  blood 
are  necessary  before  considered  clinically  sig- 
nificant.2 

Staphylococcus  aureus:  The  isolations  from 
nine  of  the  twelve  patients  were  considered 
clinically  significant,  including  three  with 
acute  bacterial  endocarditis,  two  children 
with  acute  Staphylococcal  osteomyelitis,  two 
with  septicemia  probably  originating  from 
venous  catheters,  and  two  with  probable 
Staphylococcal  pneumonia  and  septicemia. 
Two  of  the  remaining  three  patients  had 
fever  and  possible  pneumonia,  but  died 
without  clarification  of  the  disease  process. 
Staphylococcus  aureus  in  blood  cultures  is 
usually  of  clinical  significance  and  may  origi- 
nate from  intravenous  catheters  in  the  ab- 
sence of  other  sources  of  infection. 

Streptococcus:  The  three  isolations  of  beta 
hemolytic  Streptococci  were  all  in  newborns. 
Only  the  one  from  an  infant  with  clinical 
meningitis  with  culture  of  Streptococcus 
(group  B)  from  both  spinal  fluid  and  blood 
was  considered  significant.  One  isolation  was 
from  an  afebrile  newborn  requiring  exchange 
transfusion  for  ABO  hemolytic  disease  and  an 
isolation  of  group  D Streptococcus  was  from 


a premature  infant  with  a mild  aspiration 
pneumonitis  that  rapidly  cleared. 

One  isolation  of  enterococcus  was  considered 
the  causative  agent  of  subacute  bacterial  en- 
docarditis in  a 58-year  old  man.  The  three 
other  isolations,  including  two  newborns, 
were  not  clinically  significant.  Isolations  of 
anaerobic  and  microaerophilic  Streptococci 
were  also  not  clinically  significant.  Isolations 
of  Streptococci  from  the  blood  did  not  ap- 
pear to  have  clinical  significance  unless  corre- 
lated with  endocarditis,  an  association  that 
occurred  only  once  during  the  year. 

Pneumococcus:  Six  of  the  nine  isolates  were 
from  five  patients  with  pneumonia,  and  one 
was  from  a 10-year  old  boy  with  nephrosis 
and  anasarca  and  probably  pneumococcal  sep- 
ticemia. The  other  two  cultures  were  of 
doubtful  significance,  one  from  a newborn 
with  respiratory  distress  syndrome  and  the 
other,  from  an  8-month  old  infant  with 
Staphylococcal  otitis  media.  Blood  cultures 
are  probably  of  greater  value  than  sputum 
cultures  in  the  diagnosis  of  pneumococcal 
pneumonia  because  they  are  more  often  posi- 
tive and  pneumococci  may  be  cultured  from 
the  nasopharynx  of  35  to  60  per  cent  of 
normal  persons.^ 

Escherichia  coli:  Twelve  isolations  were  from 
seven  patients  with  urinary  tract  infection 
and  clinical  bacteremia.  Six  were  from  three 
patients  with  choledocholithiasis  and  fever, 
with  another  isolation  from  one  patient  with 
fever  after  cholecystectomy  and  closure  of  a 
fistula  between  the  common  bile  duct  and  the 
duodenum.  Other  patients  with  clinical  bac- 
teremia included  a 75-year  old  man  with 
acute  peritonitis  from  ruptured  colonic  diver- 
ticulitis, a 52-year  old  female  alcoholic  with 
delirium  tremens  who  died  after  development 
of  high  fever,  a 32-year  old  male  cirrhotic 
with  pneumonia,  and  two  newborn  infants. 
The  isolations  were  of  questionable  signifi- 
cance in  a 54-year  old  male  alcoholic  who 
died  with  fever  within  24  hours  of  admission 
and  two  newborn  infants  with  transient  fever 
or  poor  respiration.  E.  coli  bacteremia  ap- 
pears most  likely  to  occur  in  patients  with 
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urinary  tract  or  biliary  tract  disease,  fecal  per- 
itonitis, or  the  newborn  period. 

Enterobncter:  Bacteremia  was  clinically  evi- 
dent in  eight  of  the  nine  patients  and  the 
organism  was  present  in  pure  culture  in  the 
one  to  three  blood  cultures  from  each  pa- 
tient. Underlying  conditions  included  uri- 
nary tract  infection  or  urologic  surgery,  bil- 
iary obstruction  from  carcinoma  of  the  pan- 
creas,i  gunshot  wound  of  abdomen  with  bile 
peritonitis,  metastatic  carcinoma  of  the 
sigmoid  colon,^  and  fracture  of  femur.  An 
isolate  from  a 20-year  old  woman  with  chron- 
ic active  hepatitis  and  fever,  with  death  in 
hepatic  coma,  is  of  questionable  significance. 
Enterobacter  bacteremia  appears  most  likely 
to  develop  in  older  patients  with  urinary 
tract  or  biliary  tract  disease. 

Proteus:  Eight  isolates  were  from  four  pa- 
tients with  urinary  tract  infection  and  clinical 
septicemia  with  the  same  organism  present  in 
the  urine.  One  patient  with  similar  clinical 
findings  had  a mixed  infection  with  Pseu- 
domonas. The  isolation  was  of  questionable 
significance  in  a 66-year  old  man  who  de- 
veloped transient  fever  after  prostatic  resec- 
tion but  had  a sterile  urine.  The  isolation  of 
Proteus  from  the  blood  is  most  likely  in  the 
presence  of  urinary  tract  infection  cairsed  by 
the  same  organism. 

Pseudomonas : Four  isolates  were  from  three 
patients  with  pyelonephritis  or  catheter 
drainage  of  the  bladder,  with  clinical  .septi- 
cemia and  positive  urine  cultures.  Cultures 
from  five  other  patients  were  considered  clin- 
cally  significant  and  were  a.ssociated  with 
fecal  peritonitis  due  to  jjerforated  colotiic 
carcinoma,  acute  myelogenous  leukctuia  with 
sejJticemia,  chronic  lymphocytic  leukemia 
with  septicemia,  and  with  prematurity  of  two 
infatits  who  developed  fever  and  sepsis  soon 
after  birth.  P.seudomonas  was  always  signifi- 
cant in  blood  cultures,  particularly  iti  the 
presence  of  urinary  tract  infection  or  leti- 
kemia. 

Bacteroides:  Three  of  the  six  isolates  were 
from  two  patients  with  gunshot  perforations 


of  the  colon  and  one  patient  witli  perforation 
of  the  colon  due  to  va.scular  insufficiency  fol- 
lowing resection  of  an  aljdominal  aneurysm. 
All  of  these  three  patients  had  clinical  sep- 
ticemia. .Another  patient  Avho  was  a dialtetic, 
admitted  for  inguinal  herniorrhaphy,  de- 
veloped a spiking  fever  during  hospitali/ation 
with  the  isolation  of  Bacteroides  in  pure  cul- 
ture from  his  blood  with  good  re.sjJonse  to 
antibiotic  therapy.  The  other  two  patients 
had  clinical  septicemia,  probably  caused  by 
other  organisms,  but  may  have  also  had  true 
Bacteroides  bacteremia,  one  developing  after 
cholecystectomy  and  choledochotoniy  for 
choledocholithiasis  and  the  other  after  the 
development  of  large  decubitus  idcers  follow- 
ing a cerebrovascular  accident.  Bacteroides 
bacteremia  is  most  likely  to  occur  in  old  pa- 
tients with  gastrointestinal  neojdasms'*  or  sur- 
gery and  its  identification  in  blood  cultures 
may  be  hampered  by  its  slow  growth.® 

Hernophilus  influenzae:  All  four  isolates  were 
from  infants  of  10  months  to  2 years  of  age 
with  meningitis.  The  same  organism  was 
found  in  the  spinal  fluid  of  three  of  the  four 
infants,  but  could  not  be  cultured  from  the 
spinal  fluid  of  one  infant.  Our  results  indicate 
that  although  the  diagnosis  of  Hemophilus 
influenzae  meningitis  can  usually  be  made 
from  bacteriologic  atialysis  of  spinal  fluid, 
some  cases  may  occur  in  which  the  blood  cid- 
ture  provides  the  bacteriologic  diagnosis. 
Blood  cultures  should  be  considered  in  pa- 
tients with  signs  of  bacteriologic  meningitis. 
The  i.solation  of  H.  influenzae  in  blood  cul- 
tures from  patients  with  pneumonia,  cs|)ecial- 
ly  right-sided  lohar  or  segmental  tvpe,  should 
raise  a suspicion  of  H.  influenzae  pneumo- 
nia.'’ 

Clostridium  perfringens:  One  isolate  was 

from  an  82-year  old  man  who  developed  a 
wouml  infection  of  a mid-lliigli  amputation 
site  with  foul  odor  and  crepitance  and  who 
died  witli  clinical  evidence  of  gas  gangrene. 
Clostridium  was  not  consiilered  tlie  |)alIiogen 
in  an  isolation  from  a ‘12-year  old  man  wiili 
cirrhosis,  pneumonia,  and  clinical  septicemia 
and  w'as  jjreseni  in  mixed  culture  with  E. 
coli,  the  more  likely  pathogen.  An  isolation 
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from  a 44-year  old  man  with  Zieve’s  syn- 
drome! and  alcoholic  encephalopathy  was  not 
considered  clinically  significant.  Clostridia 
often  contaminate  the  skin,  particularly  over 
the  lower  portion  of  the  body,  and  cultures 
yielding  Clostridia  can  be  evaluated  only  in 
conjunction  with  clinical  findings. 

Neisseria  meningococcus:  One  isolate  was 

from  a newborn  with  fever  and  a macular 
skin  rash,  and  the  other  from  a 52-year  old 
cirrhotic  male  with  spiking  fever.  Both  were 
considered  cases  of  meningoccemia  and 
showed  good  response  to  antibiotics. 

Salmonella  enteritidis:  One  isolate  was  from 
a one-year  old  infant  with  fever  and  diar- 
rhea. The  same  organism  was  found  in  his 
feces.  The  other  isolate  was  from  a 78-year 
old  man  with  a temperature  of  104,  without 
localizing  signs.  His  Salmonella  septicemia  re- 
sponded rapidly  to  chloromycetin. 

Listeria  monocytogenes:  The  isolate  was  from 
a newborn  with  respiratory  distress  and  evi- 
dence of  aspiration  pneumonia.  The  infant 
was  delivered  by  Cesarian  section  after  the 
mother  developed  high  fever  and  evidence  of 
fetal  distress.  The  pathogenic  significance  is 
not  certain,  but  strongly  suspected.  There  was 

tZieve’s  syndrome  refers  to  a combination  of  hyper- 
lipidemia, hemolytic  process,  and  often  with  abdomi- 
nal pain  in  patients  with  cirrhosis.  It  may  masquerade 
as  an  attack  of  acute  pancreatitis. 


rapid  clinical  response  to  penicillin  therapy. 

Summary 

Although  variations  may  occur  among  differ- 
ent patient  groups,  our  experience  indicates 
the  likelihood  of  clinical  significance  in  the 
isolation  of  gram-negative  bacilli  such  as 
Pseudomonas,  Enterobacter,  E.  coli,  and  Pro- 
teus. Other  organisms  usually  of  clinical  sig- 
nificance include  Salmonella,  Hemophilus 
influenzae.  Neisseria  meningococcus.  Pneu- 
mococcus, Staphylococcus  aureus,  and  Liste- 
ria monocytogenes.  Organisms  less  likely  to 
be  of  clinical  significance  include  Streptococ- 
cus, Bacteroides,  and  Clostridium.  Other  or- 
ganisms, such  as  Diphtheroids,  Staphylococcus 
epidermidis,  Serratia,  and  Mima  polymorpha 
are  rarely  of  clinical  significance.  However, 
the  proper  evaluation  of  any  blood  culture 
can  only  be  done  with  careful  correlation 
with  clinical  findings. 
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What  to  Expect  on  the  Witness  Stand 


A new  film,  “Next  Witness,”  depicts  to  physi- 
cians what  may  be  expected  if  called  upon  to 
be  a medical  witness  in  personal  injury  litiga- 
tion. The  film  stresses  the  importance  of  pre- 
trial preparation  for  the  medical  witne.ss.  The 
story  line  shows  how  the  lack  of  preparation 
could  create  awkward  and  embarrassing  situ- 
ations in  court.  This  motion  picture  is  of 
particular  value  to  the  medical  profession  be- 


cause about  70  ]rer  cent  of  all  court  action 
constitutes  personal  injury  litigation,  often 
requiring  a physician’s  testimony. 

“Next  Witness’  is  a 16  mm,  sound-color  film 
which  runs  29  minutes.  It  was  produced  by 
Vision  Associates,  Inc.  Prints  are  available  on 
loan  from  the  AM.\  Film  Library,  535  North 
Dearborn  Street,  Chicago  60610. 
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The  crucial  experiment:  conve  rsion 
of  6'aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


® ' V- 

L ampicillin  trihydra 


Prescribe  the  discdv’^ 

Tbtacillin® 

Pyoperf  disodium  carbenicillin 
Bactociir  sc>dium  oxacillin 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals 


X. 


Need  we  say  more? 


Div.  Ilf  Beech.im  Ini'.,  Bristol, Toiini'ssci' 


□Totacillin  (ampicillin  trihydrate)  capsules  eguivaleni  to  nu:,  ,nul  ' Oi'  on;-  .tmpicilliri.  tor  oral  sii>|'cnsion 
equivalent  to  IZS  mg.  / 5 cc.  and  2 SO  mg.  / S cc.  ampicillin.  ! ' I’viipci-  i a.s  ■ luim  c.irbcnicillin i vi.iU  f..: 
injection  equivalent  to  1 gm.  and  S gm.  of  carbenicillin.  ■ B.ictO'  ; ^ I ( ‘odium  ovacillin  1 cap-.iilcs  cqu ii  alcm  to 
250  mg.  and  SOO  mg.  oxacillin  and  vials  for  injection  equiv.i'.- o;  ^'-’0  mg.  and  1 gm.  ov.u  illin. 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

eonflict 

reported 


i' 
!:l 
I :! 


• no  interference  with  diabetic  control . . . does  not  alter  | 

carbohydrate  metabolism.*  j 

• conflicts  have  not  been  reported  with  diuretics,  j 

corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence  * 
of  frank  arterial  bleeding  or  immediately  postpartum.  ' 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators’'^  have  reported  favorably  on  the  effects^ 
of  isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement’’’  and  observation  of  clinical  improvement.’’*  ; 

Indications;  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease),! 
Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  throm-f 
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This  country  seems  to  have  lagged  behind  the  nations 
in  northern  Europe  in  the  use  of  mediastinoscopy. 


Routine  Mediastinoscopy 
in  a Community  Hospitar 


Ralph  J.  Lewis,  M.D.  and  Philip  J. 
Kunderman,  M.D./New  Brunswick 

Mediastinoscopy  is  visualization  of  the  medi- 
astinum using  a scope.  The  procedure  was 
first  described  by  Carlens’  in  1959  and  was 
swiftly  accepted  and  widely  used  in  many 
European  countries.  Only  recently  has  it  be 
come  much  utilized  in  the  United  .States.  This 
tardy  acceptance  may,  perhaps,  be  attributed 
to  the  word  media.sli)w.scopy  which  jirovokes 
visions  of  blind  jirobing  amongst  the  great 
vessels  and  vital  structtires  of  the  mediasti- 
num. Actually,  it  is  a well-controlled,  care- 
fully executed,  safe,  highly  rewarding  pro- 
cedure, if  it  is  done  by  someone  experienced 
in  the  technic.  In  a sense  it  is  an  extension 
of  scalene  node  biopsy-,  cervicomediastinal 
exploration^,  and  rib  resection.'  Information 
previously  obtained  only  by  thoracotomy  can 
now  be  made  available  by  mediastinoscopy. 

Re])orts  by  Pearson',  Maasen"’,  Reynders',  and 
Carlens'  suggest  that  mediastinoscopy  is  im- 
portant in  establishing  a diagnosis  and  deter- 
mining operability.  In  many  instances  it  can 
prevent  a needless  thoracotomy.  When  .scalene 
nodes  are  not  palpable,  only  one  in  fotirteen 
excisions  will  result  in  a positive  tissue  return. 
In  similar  circumstances  one  in  three  medi- 
astinoscopies will  be  positive.  In  carcinoma 
of  the  lung,  a lesion  can  a])pear  to  be  re.sect- 
able  after  scalene  iKxle  excision,  bron- 
choscopy, laminography,  broncliography,  ptd- 
monary  scanning,  and  pulmonary  angiog- 
raphy. If  these  same  patients  were  then  sid)- 
mitted  to  mediastinoscopy,  one  in  three  would 
be  found  to  have  mediastinal  lym])h  node 
metastases  and  wotdd  really  be  unresectable. 


In  contrast  to  scalenectomy,  mediastino.scopy 
allows  visualization  and  exploration  of  both 
sides  of  the  mediastinum.  The  contralateral 
nodes  contained  tumor  in  10  per  cent  of  all 
positive  mediastinoscopies,  when  the  ipsolat- 
eral  nodes  were  benign.  Thus,  one  out  of  ten 
patients  with  negative  ijisolateral  nodes  at 
the  time  of  thoracotomy  would  have  already 
metasta.sized  to  the  contralateral  nodes.  De- 
spite the  absence  of  nodal  metastases  during 
exploratory  thoracotomy,  these  |jatients  woidd 
have  to  be  considered  inojierable. 

The  national  average  for  resectability  of  pul- 
monary neoplasms  uuthout  utilizing  medi- 
astinoscopy is  about  ()0  jjer  cent.  \\'hen  medi- 
astinoscopy is  used  re.sectabilily  rates  ap- 
jM'oach  90  per  cent  l)ecanse  of  better  selectiv- 
ity of  patients. 

This  procedure  has  also  provided  diagnostic 
information  in  pneumoconiosis,  lymphomas, 
Hodgkin’s  disea.se,  and.  pat  t ic  iilarly.  sar- 
coidosis. 

I'he  procedure  is  performed  in  the  opeiating 
room.  The  patient  is  intultatetl  under  general 
anesthesia.  In  some  instaiues  it  has  been 
done  under  hxal  anesthesia.  A '1  to  inch 
transverse,  lower  cervical  incision  is  made 
through  tlie  skin  and  sultcutanc'ous  tissue. 
.After  separating  the  stiap  muscles,  tlte  pre- 
tracheal fa.scia  is  enterc'd.  Digital  ex|)lorat ion 
of  lx)th  sides  of  the  tiachea  (in  mam  in- 
stances) will  reveal  tumor  masses.  I lie  medi- 
astinoscope is  then  inserted  and  bio|)sies  .ire 

• rvoni  llu-  C()inl)iiu-il  omlioilioiacic-  snxiic’s  of  the' 
Miilcllc'sex  (iciu'ial  Hospital  aiul  .St,  I’oti-t's  tic-nnal 
Hospital  ill  Niiv  Unmsivick. 
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obtained  from  the  middle  and  posterior  medi- 
astinal areas.  The  skin  is  closed  with  #5:0 
silk,  usually  without  drainage. 

Mediastinoscopy  has  been  performed  routine- 
ly since  1966  and  our  experience  now  includes 
over  300  cases.  This  series  contains  our  first 
100  consecutive  mediastinoscopies  from  which 
positive  tissue  has  been  obtained  in  31  cases. 
There  were  four  patients  with  sarcoidosis, 
four  with  Hodgkin’s  disease,  one  with  malig- 
nant lymphoma,  and  22  cases  of  carcinoma  of 
the  lung.  Patients  with  Hodgkin’s  disease 
and  malignant  lymphoma  were  certainly 
spared  a major  thoracotomy  by  delineating 
their  disease  process  by  this  benign  modality. 

Positive  tissue  could  not  be  obtained  from 
four  patients  with  thymoma  since  the  pro- 
cedure allows  safe  exploration  of  the  posterior 
mediastinum  only.  No  attempt  has  been 
made  to  extend  the  technic  and  explore  the 
anterior  mediastinum  where  major  vessels  are 
situated.  Mediastinoscopy  did  reveal  no 
lymph  node  metastases  in  these  cases  and  each 
patient  was  successfully  resected. 

In  carcinoma  of  the  lung,  19  patients  had  no 
contraindications  to  surgery  and  17  were  suc- 
cessfully resected  for  a resectability  rate  of  90 
p>er  cent.  Of  43  patients  with  bronchogenic 
carcinoma,  positive  tissue  was  obtained  by 
bronchoscopy  alone  in  10  (23  per  cent),  medi- 
astinoscopy 22  (51  per  cent),  and  combined 
bronchoscopy  and  mediastinoscopy  28  (65  per 
cent).  Mediastinoscopy,  therefore,  gave  a posi- 
tive tissue  diagnosis  more  than  twice  as  often 


as  bronchoscopy.  When  combined  with  bron- 
choscopy the  yield  is  very  rewarding. 

In  this  series  there  has  been  no  mortality  or 
serious  complications.  Most  patients  were 
ready  for  discharge  24  to  48  hours  after  the 
procedure.  Other  series  have  reported  a very 
minimal  incidence  of  hemorrhage,  pneu- 
mothorax, and  injury  to  the  recurrent  laryn- 
geal nerve.  As  yet,  we  have  seen  none  of 
these  problems. 

When  mediastinal  lymph  nodes  contain  tu- 
mors, the  lesion  is  usually  unresectable.  We 
feel  that  a high  ipsolateral  node,  a contra- 
lateral node,  a fixed  mediastinal  mass,  or  an 
oat  cell  carcinoma  are  all  contraindications 
to  a thoracotomy. 

We  are  satisfied  that  mediastinoscopy  is  a 
rewarding  procedure  with  low  morbidity  and 
mortality.  It  prevents  needless  thoracotomies 
and  raises  the  resectability  rate  to  90  p>er  cent. 
Since  it  p>ennits  better  selection  of  patients 
for  resectional  surgery,  it  is  hoped  that  the 
five  year  survival  rate  will  also  be  increased. 
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185  Livingston  Avenue 


Condescension  Medicine  for  the  Aged 


Speaking  before  the  U.S.  Senate  Subcommittee 
on  Aging,  Frederick  C.  Swartz,  M.D.,  ex- 
plained that,  “Age  is  no  bar  to  good  medical 
or  surgical  treatment  including  open  heart 
surgery,  so  long  as  the  patient  presents  him- 
self as  a reasonably  physiologically  function- 


ing unit  to  the  physician.  “The  medical  and 
paramedical  services— the  physician  and  the 
para-physician  personnel— must  begin  to  real- 
ize that  something  can  be  done  for  diseases 
found  among  the  oldsters.  The  days  of  con- 
descension medicine  are  at  an  end.’’ 
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MOVE-OUT  STICKY  MUCUS 


In  asthma,  bronchitis ...  „ 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 

lODO-NIACIN* 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


COLE 


please  see  next  page  for  prescribing  information 


Promote  Productive  Cough -j 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 


RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100. 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  jj  tabs,  t.i.d.  p.c. 
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This  report  is  a project  of  the  New  Jersey 
Allergy  Society 


Tree  Pollination  in 
Northern  New  Jersey 


Michael  S.  Mattikow,  M.D., 

Kurt  Banta,  B.S.,  and 
Irving  Weiss,  M.D./Wayne 

Pollen  counts  have  become  a popular  item 
with  the  mass  media  in  the  last  lew  years.  The 
New  Jersey  Allergy  Society,  in  cooperation 
with  doctors  and  hospitals  from  the  state,  is 
attempting  to  do  systematic  counts  using  a 
standard  method.  The  following  report  covers 
tree  pollens  as  counted  at  Chilton  Memorial 
Hospital,  Pompton  Plains,  New  Jersey,  in 
1971. 

DURHAM  POLLEN  COLLECTING  DEVICE 

STAINLESS  STEEL  PLATES 


A Durham  counter,  (Figure  1),  was  placed 
on  the  roof  of  the  two  story  structure  (Chil- 
ton Hospital)  which  is  in  a valley  surrounded 
by  wooded  hills.  The  town  itself  is  surburban, 
with  rural  areas  on  its  outskirts.  The  counting 
was  done  as  described  by  Durham.^  Slides 
were  removed  every  week-day  at  8 a.m.  and 
counted  immediately.  Those  placed  on  Friday 
were  left  in  place  over  the  weekend  and  read 
the  next  Monday.  Since  on  a dry,  windy  ilay 
within  a twenty-four  hour  period  most  of  the 
jiollen  has  already  been  spread  by  the  early 
hours  of  the  morning,  this  adequately  rellect- 
ed  existing  conditions  for  a given  day.-  How- 
ever, on  damp  days,  jjollen  is  usually  not 
blown  by  the  wind  until  later  in  tlie  day  when 
the  air  begins  to  dry,  tlierefore,  on  such  a day 
a low  count  would  be  recorded. 

Results 

I'he  tree  pollination  setison  was  spread  over 
approximately  eleven  weeks  beginning  in  late 
March  and  going  through  early  June  (Figure 
2)  . d'his  period  varies  in  dillerent  years  dc- 
pending  on  climate.  The  largest  concentra- 
tion of  tree  pollen  was  collecteil  in  May  (Fig- 
ure 2)  , l)ut  different  families  of  trees  had 
their  peak  pollination  at  dillerent  times  over 
the  eleven  week  period  (Figure  .'5). 

The  alder,  lor  instame,  pollinated  eaily. 
while  ot Iters  such  as  liiikory  and  mullterry 
were  late.  Some  tiees  sm  It  as  bin  It  and  oak 
gave  oil  pollens  throughout  the  eleven  week 
period,  while  linden  and  mulbeiiv  had  shoii 
periods  of  pollination  (I'iguie  .‘1)  . 

T he  Durham  (atuuter  is  a gi.iv  iiv  method  ot 
pollen  counting  and  heavier  paiiiiles  will  Ite 
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perferentially  counted.  Light  pollens  such  as 
nettles  may  be  missed. 


FIGURE  2 

Period  of  time  over  which  pollen  of  each  tree  was 
observed.  Vertical  line  indicates  peak. 


WEEK  beginning- 


figure  3 

Horizontal  line  represents  period  pollen  observed. 
Vertical  bar  is  peak  period.  Number  in  parenthesis 
is  total  pollen  count  over  entire  counting  period. 


Comments 

Most  textbooks  of  allergy  consider  ragweed 
hayfever  as  the  most  important  cause  of  sea- 
sonal allergic  symptoms  in  the  eastern  United 
States  with  grass,  mold,  and  trees  following  in 
order  of  frequency.®  However,  it  is  our  im- 
pression that  in  this  area  of  northern  New 
Jersey,  trees  are  second  only  to  ragweed  in  im- 
portance. Hospital  studies^  on  asthma  admis- 
sions show  May  and  November  to  be  the  peak 
months.  May  corresponds  to  the  peak  tree 
pollination  season. 

Pollen  counts  are  useful  mainly  for  their  qual- 
itative results.  Along  with  simple  plant  recog- 
nition they  tell  the  allergist  what  plants  are 
present  in  the  area.  They  also  tell  when  pol- 
lination is  occurring  which  is  extremely  useful 
in  deciding  which  particular  plant  is  causing 
symptoms  in  a particular  patient.  The  actual 
number  of  grains  collected  of  each  pollen 
over  a season  is  of  less  significance  since  the 
number  would  be  biased  toward  the  trees 
closest  to  the  counter  and  upwind  from  it. 

An  example  of  this  would  be  alder  which  was 
picked  up  only  in  small  quantities  at  our  sta- 
tion (Figure  3),  but  if  a patient  had  an  alder 
tree  outside  his  window  obviously  he  would 
be  exposed  to  more  such  pollen  and  this  may 
be  an  important  cause  of  symptoms. 

It  has  become  customary  to  test  and  treat 
patients  with  tree  mixtures  containing  six 
(ash,  beech,  birch,  hickory,  oak,  and  poplar) 
or  eight^ — adding  elm  and  maple — families  of 
trees.  This  practice  is  inadequate.  Not  all 
these  pollens  are  equally  important  causes  of 
symptoms  in  this  area.  Ash  and  hickory,  al- 
though present,  are  rare  causes  of  symptoms 
in  this  area.  On  the  other  hand,  pollens  such 
as  elm  and  maple  (which  are  not  included  in 
the  six  tree  mixture) , or  mulberry  and  alder 
which  are  not  in  any  of  the  mixtures,  are  all 
common  in  this  area  and  studies®  have  shown 
probably  are  significant  in  causing  symptoms. 

Rachemann  in  1936  reported  the  antigenicity 
of  different  orders  of  trees  to  be  unique  and 
this  has  been  recently  confirmed  by  Siegel,®  et 
al.  Siegal®  showed  only  minor  cross  antigenici- 


442 


THE  JOURNAL  OF  THE  MEniCAI.  SOCIETY  OF  NEW  JERSEY 


ty  among  the  orders  of  trees  while  there  was 
considerable  crossing  among  families.  If  a pa- 
tient is  allergic  only  to  one  of  the  six  trees  he 
is  getting  in  the  tree  mixture,  he  is  being  in- 
jected with  much  useless  and  potentially  dan- 
gerous foreign  antigen.  Thus  if  he  is  allergic 
to  oak  only,  in  three  thousand  Protein  Nitro- 
gen Units  (PNU’s)  of  a six  tree  mixture  he  is 
receiving  only  five  hundred  PNU’s  of  oak. 
Therefore,  a patient  maintained  every  four 
weeks  on  three  thousand  PNU’s  of  such  a 
mixture  receives  a yearly  dose  of  oak  of  only 
six  thousand  PNU’s.  From  the  figures  of  Lich- 
tenstein^, for  ragweed  at  least,  a yearly  dose 
of  six  thousand  PNU’s  is  inadequate  for  hy- 
posensitization. 

Basically,  there  are  two  ways  for  a plant  to 
pollinate.  First  are  those  that  are  cross  pol- 
linated by  insects  and  have  heavy  sticky  pol- 
lens associated  with  colorful  fragrant  flowers. 
These  pollens  being  too  heavy  and  large  (750 
micra)  to  be  wind  blown  usually  do  not  cause 
symptoms.  Examples  of  this  are  willow 
and  linden®.  Plants  that  cause  allergy  symp- 
toms have  inconspicuous  flowers  and  must  de- 
pend on  the  wind  to  disperse  their  pollen 
which  are  usually  light,  small,  and  produced 
in  large  quanities.  Conifers  such  as  cedar  and 
pine  product  large  amounts  of  light  pollen 
but  do  not  usually  cause  symptoms  due  to 
their  thick  exorine.^®  One  exception  to  this  is 
the  mountain  cedar  around  Texas. 

Oak,  which  is  of  the  same  family  as  beech, 
probably  is  the  most  important  hayfever  pro- 
ducing tree  in  this  area.  Many  oak  trees  are 
present  throughout  this  area  and  spread  pol- 
len in  great  numbers  over  a long  period  of 
time  (Figure  3).  Poplar  is  of  the  same  family 
as  the  insect  pollinated  willow.  On  the  other 
hand,  sweetgum,  walnut,  hickory,  ash,  and  sy- 
camore are  probably  of  little  importance. 

Finally,  a comment  is  in  order  about  the  sig- 
nificance of  the  daily  pollen  count.  An  abso- 
lute number  is  of  no  significance  to  the  pa- 
tient on  a given  day.  We  (and  many  others  in 
the  past)  placed  slides  at  two  different  but 
fairly  close  locations  and  the  variation  in  the 


count  was  great.^^  The  public  announcement 
of  a pollen  count  can  only  lead  to  psy- 
chosomatic rhinitis  and  in  this  respect  is  a 
disservice.  A pollen  that  is  present  over  a long 
period  of  time  (such  as  the  oak)  will  give 
more  symptoms  than  one  that  may  be  present 
for  a short  time  in  greater  numbers.  ConnelP® 
has  shown  that  small  exposure  to  a pollen 
may  not  cause  symptoms  at  first,  however,  af- 
ter a period  of  time  the  same  number  of  pol- 
len grains  will  give  significant  symptoms.  The 
pollen  survey  is  useful  only  for  its  qualitative 
results.  By  correlating  a patient’s  symptoms 
with  the  pollens  present  at  that  time  and  skin 
tests,  a more  accurate  diagnosis  may  be  made. 

Summary 

Trees  are  a major  cause  of  seasonal  allergic 
symptoms  in  northern  New  Jersey.  Eighteen 
different  pollens  were  collected  in  the  present 
survey  over  an  eleven-week  period,  not  all  of 
them  having  the  same  significance  in  causing 
symptoms.  The  use  of  stock  tree  mixture  for 
diagnosis  and  treatment  is  inadequate  and 
should  be  abandoned.  The  medical  jrrofession 
is  probably  doing  a disservice  to  its  patients 
by  allowing  the  mass  media  to  {tuhlish  daily 
counts.  Attempts  should  be  made  to  correlate 
the  time  of  symptoms  with  the  jtollen  present 
at  that  time. 

Bibliography 

1.  Dm  ham,  O.  C.:  J.  Allergy,  17:79  (1946) 

2.  Sheldon,  John  M.,  Lovell,  Robert  G.  and  Mathews. 
Kemieih  I’.:  A Manual  of  Clinical  Allergy.  Philadel- 
phia, Saunders,  1967. 

3.  Sherman,  William  B.:  Hypersensitivity.  Philailel- 
phia,  Saunders,  1968. 

4.  Dworetzky,  M.:  Conference  on  Allergy,  N.  Y.  Al- 
lergy Society,  1971. 

5.  ^Vodehouse,  R.  P.:  Pollen  Grains.  New  York,  Haf- 
ner,  19(i.'). 

6.  Siegal,  .A.  T.,  Kemp,  j.  P.,  and  Frick,  O.  1..:  J. 
Allergy,  Hy.VZO  (1970) 

7.  Sudan,  N..  et  al.:  New  England  Journal  of  Medi- 
cine, 280:62:!  (I96<l) 

8.  Sheldon,  John  M..  Lovell,  Robert  G.,  :uul  Mathews. 
Kenneth  P.:  op.  cit. 

9.  Wodehouse,  R.  P.:  op.  cit. 

10.  Sheldon,  John  M..  Lovell,  Robert  G.,  aiul 

Mathews,  Kenneth  P.:  op.  cit. 

11.  Sheldon,  John  M..  Lovell.  Robert  G.,  and 

Mathews,  Kenneth  P.:  up.  cit. 

12.  Connell,  J.  T.:  J.  Allergy,  I.I.-.i.i  (1969) 


300  Ratzer  Road 


VOL.  69-NUMBER  5-MAY,  1972 


44.3 


the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Hydrogenated  ergot  alkaloids  were  found  effective  in 
relieving  symptoms  of  cerebrovascular  insufficit  ncy 
in  the  elderly. 


Chronic  Cerebrovascular 
Insufficiency  in  the  Elderly 

Perspectives  on  Treatment 


Herbert  J.  Rosen,  M.D. /Dover 

The  syndrome  of  chronic  cerebrovascular  in- 
sufficiency (CVI)  is  a disorder  encountered 
with  increasing  frequency  in  aging  persons. 
Although  cerebral  arteriosclerosis  is  the  path- 
ological process  most  often  implicated,  chron- 
ic CVf  may  well  have  varying  and  mi.xed  eti- 
ologies, such  as  diminished  cardiac  output,  ane- 
mia, hypoxia,  or  intracellular  neuronal  disor- 
ders. Clinically,  its  onset  and  development  are 
generally  insidious,  and  its  symptomatology 
may  be  wide-ranging,  covering  the  spectrum 
of  physiologic,  psychologic,  and  behavioral 
manifestations. 

Presenting  complaints,  in  many  patients  with 
chronic  CVI,  may  be  of  recurrent  episodes  of 
dizziness,  insomnia,  and  fatigability.  Many 
demonstrate  irritability,  mood  changes,  and 
complain  of  increasing  difhcidty  in  doing  pre- 
viously simple  tasks,  such  as  catitig  and  drc.s.s- 
ing.  Very  often  the  prominetit  symptomatolo- 
gy consists  of  transietit  periods  of  confusion 
and  disorientation  and  episodes  of  memory 
loss  and  poor  intellectual  function. 

Physical  examination  and  laboratory  studies 
often  reveal  coexisting  disorders  that  are  com- 
mon to  geriatric  pojjulations,  such  as  general- 
ized arterio.sclerotic  disea.se,  osteoarthritis,  atul 
atiemia.  Some  degree  of  hypertension  may  be 
detected  and,  occasionally  elevated  blood- 
sugar  levels  are  found.  Carefid  (juestioning  of 
the  patient’s  family  or  clo.se  social  contacts 
often  reveals  a rather  characteristic  picture: 


the  patietit,  for  some  time,  has  ex])erienced 
intermittent  periods  often  rapid  in  on.set,  of 
progressive  physical  and  mental  decline,  inter- 
spersetl  with  relatively  stable  periods  of  par- 
tial to  almost  full  remission. 

The  freejuent  relationship  between  cerebral 
arteriosclerosis  and  chronic  CVI  has  long 
been  known  and  therapeutic  ellorts  have  gen- 
erally been  .diret ted  toward  linding  methods 
of  increasitig  the  intracerebral  circulation. 
Vasodilator  drugs,  while  at  first  glance  a .seem- 
ingly reasonable  choice,  have  proved  unre- 
warding more  often  than  not,  and,  therelore, 
are  not  widely  accepteil.  I'his  may  well  be 
becau.se  the  net  hypotensive  ellects  of  va.sodi- 
lator  drugs  may  actually  result  in  deneased, 
rather  than  improved,  intracerebral  blood 
How.  .As  an  alternative  ap|)roach,  based  on  the 
findings  reported  in  several  pharmaiologic 
and  ( linical  st udies,'- ' we  t hose  to  in- 
vestigate the  tise  of  dihydrogenated  ergot 
alkaloids*  as  part  of  a total  health  main- 
tenance piogram  for  patients  we  retogni/ed 
as  having  chronic  cerebrovascular  insuliicieiuy. 

I'iftv-one  patients,  ranging  in  age  horn  l).a  to 
9.S  (average,  72),  partitipated  in  our  studs, 
riiese  imhuled  27  women,  foity-uine  patients 
were  ambulatorv  and  living  at  home;  one  pa- 
tient was  hospitalized  aiul  the  other  ,i  nursing 
home  resident. 

Our  com|)rehensi\ e he.ilth  surves  resealed 

•llytlcigiiu'  {.Saiultv  lMi;mnaa-urical.s)  -l)ihs<lMigt'n.Uisl 
ngot  alkaloids. 
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numerous  medical  problems  in  this  geriatric 
population  (Table  I),  with  arteriosclerotic 
disease  predominant.  Each  patient  also 
manifested  some  of  the  more  characteristic 
symptoms  of  cerebrovascular  insuihciency, 
among  them  confusion,  impairment  of  recent 
memory,  lack  of  mental  alertness,  and  mood 
fluctuations. 

Table  1 

Predominant  Medical  Problems 
in  51  Patients 

No.  of  Patients 


Cerebrovascular  Insufficiency  51 

Arteriosclerotic  Cardiovascular  Disease  47 

Osteoarthritis  18 

Anemia  18 

Hypertension  4 

Hypertensive  Cardiovascular  Disease  1 

Localized  Arterial  Insufficiency  1 

Rheumatic  Heart  Disease  1 


Over  a 12-week  period  each  patient  was  given 
two  sublingual  tablets  of  Hydergine®*  (0.5  mg) 
three  times  a day  at  mealtime  (3  mg  per  day) . 
Thirty-four  patients  were  given  Hydergine®* 
exclusively,  while  seventeen  also  received  oth- 
er drugs  for  specific  medical  problems  or  occa- 
sional night-time  sedatives.  Since  any  evalua- 
tion of  the  action  or  effects  of  the  drug  might 
be  influenced  by  concomitant  medication  with 
psychoactive  agents,  daytime  sedatives,  or 
known  vasodilators,  we  did  not  treat  any  pa- 

*Hydergine (Sandoz  Pharmaceuticals)— Dihydrogenated 
ergot  alkaloids. 


tient  on  a regular  basis  with  such  drugs  dur- 
ing the  present  study. 

In  addition  to  medication,  a substantial  de- 
gree of  ego-supportive  psychotherapy  was 
provided  to  every  patient.  In  essence,  this 
took  the  form  of  genuine  interest,  recognition, 
concern,  and  encouragement  by  the  physician 
and  his  medical  assistant,  and,  in  most  cases, 
by  members  of  the  patients’  families,  as  well. 

Before  treatment  with  Hydergine®*  was  initi- 
ated, and  at  three  four-week  intervals  during 
the  study,  the  physician  recorded  several  as- 
sessments for  each  patient.  The  first  was  a 
rating  of  symptom  severity,  based  on  a list  of 
17  symptoms  most  commonly  observed  in  pa- 
tients with  CVI  (see  Table  II) . The  second 
was  an  assessment  of  the  patient’s  over-all 
clinical  condition.  The  scoring  system  used 
for  both  ratings  ranged  from  1,  for  “normal” 
or  “no  symptom”,  to  7,  for  “markedly  abnor- 
mal”. 

In  addition,  the  physician  recorded  several 
assessments  of  each  patient’s  over-all  thera- 
peutic response  since  the  start  of  the  study. 
These  “global  change”  ratings  were  made  at 
regular  intervals  throughout  the  study:  after 
4,  8,  and  12  weeks  of  treatment.  The  scoring 
system  was  a seven-point  scale  ranging  from 


Table  II 


Symptom 


Symptomatic  Changes 

Pretreatment  vs  Final  Rating  at  Week  Twelve 


Average 

No.  Patients  Severity 
with  Symptom  Pretreatment 


.Average 
Improvement 
by  tVeek  1 2t 


Mood-depression 

Confusion 

Impaired  Mental  Alertness 

Impaired  Motivation— Initiative 

Irritability 

Memory  Deficit 

Bothersomeness 

Indifference  to  Surroundings 

Unsociability 

Uncooperativeness 

Emotional  Lability 

Fatigue 

Poor  Self-Care 

Appetite  (Anorexia) 

Dizziness 

Nocturnal  Cramps 
Paresthesias 


50 

5.8 

3.9 

45 

5.0 

3,2 

47 

5.5 

3.2 

47 

5.9 

3.7 

51 

6.3 

4.1 

51 

6.2 

3.4 

46 

4.7 

1.9 

38 

5.1 

1.9 

48 

4.9 

2.2 

46 

4.4 

L8 

51 

5.3 

2.8 

49 

5.9 

3.2 

11 

4.2 

1.6 

24 

4.3 

1.5 

47 

4.5 

3.2 

30 

5.0 

33 

4.9 

3.4 

Scored  as  1 = Normal,  3 Mildly  Abnormal,  5 r=  Moderately  Abnormal,  7 = Markedly  Abnormal,  tAll  aver- 
age improvements  statistically  were  significant. 
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— 3 (“very  much  worse”)  through  0 (“no 
change”)  to  +3  (“very  much  improved”). 
Finally,  we  measured  and  recorded  each  pa- 
tient’s blood  pressure  before  and  at  three 
four-week  intervals  during  the  study. 

Results 

Table  II  summarizes  the  symptomatic  changes 
we  observed  in  our  51  patients  by  the  end  of 
the  twelve-week  study.  Statistical  analysis 
showed  that  the  severity  of  all  17  symptoms 
was  reduced  significantly.  Most  impressive  re- 
sults were  noted  in  the  patients’  mental  alert- 
ness, confusion,  fatigue,  and  nocturnal 
cramps.  In  clinical  terms,  these  improvements 
were  meaningful.  For  example,  patients 
whose  motivation,  memory,  or  mental  alert- 
ness had  been  moderately  to  markedly  im- 
|)aired  prior  to  treatment  (scores  of  5.5  to 
6.2)  demonstrated  only  mild  impairments 
(scores  of  2.2  to  2.8) , in  these  areas,  after 
treatment. 

Such  symptomatic  improvements  were  reflect- 
ed in  a larger  scale  by  a salutary  progre.ssion 
in  the  patients’  over-all  clinical  status.  On  an 
average,  before  treatment,  the  patients’  condi- 
tions were  considered  moderately  abnormal 
(score  of  5.5),  but  only  mildly  abnormal 
(2.3)  at  the  conclusion  of  twelve  u’ceks  ol 
treatment. 

The  final  measure  of  therapeutic  effect,  the 
physician’s  rating  of  global  change  ('Fable 
III)  ])rovided  both  a qualitative  and  ejuanti- 
tative  indication  of  patient  resjjonse.  After 
four  weeks  of  treatment,  some  degree  of  thera- 
peutic response  was  seen  in  42  of  the  50  pa- 
tients for  whom  these  ratings  were  com])lcte; 
most  (68  per  cent)  were  “slightly”  to  “much 
improved.”  Within  four  more  weeks,  all  50 
patients  had  responded  to  some  extent;  28 
jtatients  (57  per  cent  ) were  “very  much  im- 
proved” and  22  (43  j)er  cent)  were  “slightly’’ 
or  “much  improved.”  By  the  end  of  the  twelve- 
week  treatment  period,  41  patients  (82  |5er 
cent)  had  attained  the  highest  level  ol  re- 
sponse, “very  much  improved,”  while  the  re 
maining  nine  patients  were  “much”  or 
“slightly  improved.” 


Table  III 

Therapeutic  Response: 

Global  Change  Ratings  after  4,  8, 
and  12  Weeks  of  Treatment  in  50  Patients** 


Number  of  Patients 


Rating 
Very  Much 
Improved  (+3) 

Much  Improved  (-F2) 
Slightly  Improved  (-pi) 
No  Change  (0) 

Slightly  Worse  (—1) 
Much  Worse  (—2) 

Very  Much  Worse  (—3) 


Week  4 Week  8 Week  12 

8 (16%)  28  (57%)  41  (82%) 
16  (31%)  15  (29%)  7 (14%) 
18  (37%)  7 (14%)  2 (4%) 
8 (16%) 


** Ratings  complete  for  50  of  51  patients 


Discussion 

Our  general  approach  to  patient  care  is  one 
of  ongoing  total  health  maintenance.  A ma- 
jor objective,  accordingly,  is  to  prevent  health 
crises  whenever  possible.  This  we  attempt  to 
accomplish  by  early  recognition  and  manage- 
ment of  all  factors  that  may  adversely  aflect 
the  individual’s  future  health.  We  give  special 
attention  to  psychosocial  and  environmental 
factors,  since  problems  in  these  areas  seem  to 
exert  a profound  effect  on  total  health  status 
(particularly  in  elderly  patients),  yet  are  so 
often  neglected.  Experience  has  repeatedly 
demonstrated  to  us  the  great  value  of  sui> 
portive  psychotherapy  not  only  by  the  medical 
team,  but  also  by  the  family’s  demonstration 
of  interest  and  understanding  of  the  older  pa- 
tient and  his  special  problems.  In  this  study, 
such  supportive  care  was  provided  to  the 
majority  of  patients. 

,V  direct  evahuition  of  the  effects  of  siuh  noit- 
pharmacologic  treatment  factors,  while  high- 
ly desirable,  was  not  feasible  in  this  stuiK. 
However,  the  provision  of  egosu])port  and 
encouragement  by  the  medical  te;un  and  fam- 
ily, we  are  convinced,  contributed  materially 
to  our  patients’  excellent  response  to  the  phar- 
macologic regimen.  In  this  regard,  we  leel 
that  a systematic  evalualion  ol  the  (|u;mtita- 
li\e  as  well  as  (|ualitative  elleds  of  psycholog- 
ical support  in  the  geriatiic  patient  would 
constitute  a worthwhile  clinical  iti\estigation. 

In  genet  al.  the  losttlts  of  our  study  of  a pre|>- 
artition  of  clih\chc>genated  eigot  alkaloids* 

•Hyclcrgine  (.Saiuio/.  l*li;mii;ic-c‘utic.ils)-  Itilodiogc'iinlcil 
ergot  .ilkaloicis. 
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in  51  geriatric  patients  are  consonant  with 
those  reported  by  other  investigators^’  ® 
All  manifestations  of  our  patients’  abnormali- 
ty— physical,  cognitive  or  intellectual,  and  be- 
havioral— were  alleviated  to  a statistically  sig- 
nificant degree.  Usually,  symptoms  which 
were  both  predominant  and  severe  showed 
the  best  improvements,  including  irritability, 
confusion,  depressive  mood,  and  impairments 
of  memory,  mental  alertness,  and  motivation. 

Like  Triboletti  and  Ferri,^  we  found  that  our 
jjatients  also  exhibited  a tendency  for  steady, 
progressive  improvement  throughout  the 
treatment  period.  For  example,  16  per  cent  of 
the  patients  were  “very  much  improved”  af- 
ter four  weeks  and  this  increased  to  57  per 
cent  after  eight  weeks,  and  82  per  cent  after 
twelve  weeks.  These  observations  suggest  that 
even  greater  therapeutic  effect  might  be  re- 
alized with  continued  treatment. 

The  possible  mode  of  action  of  this  prepara- 
tion of  dihydrogenated  ergot  alkaloids*  in 
patients  with  symptoms  of  CVI  is  of  particu- 
lar interest  to  us.  Animal  investigations®  have 
led  to  the  theory  that  Hydergine®*  acts  pri- 
marily by  improving  cerebral  metabolism.  In 
effect,  it  is  believed  that  an  intracellular  met- 
abolic imjjrovemeut  induces  a sequence  of 
changes  in  the  structural  morphology  of  both 
astrocytes  and  capillaries,  which  finally  results 
in  reduced  vascidar  resistance  and  increased 
intracerebral  Idood  flow. 

This  theory,  then,  discounts  primary  vasodi- 
latation as  the  mechanism  by  which  cerebral 
circulation  is  improved  in  patients  given  Hy- 
dergine®*. Consequently,  it  suggests  to  us  that 
“cerebrovascular  insufficiency”  may  be  a 
misnomer,  and  that  we  may  actually  be 
dealing  with  an  unrecognized  general  or  lo- 
calized metabolic  disorder,  rather  than  a pri- 
mary malfunction  of  circulatory  regulation. 
Indeed,  a more  apjnopriate  term  may  be 
“cerebronietaliolic  insufficiency.” 

We  would  hope  that  appropriate  laboratory 


and  clinical  studies  will  be  performed  to  fur- 
ther explore  the  mode  of  action  of  dihydro- 
genated ergot  alkaloids,*  for  the  results  may 
well  suggest  still  more  promising  alternatives 
for  aged  patients,  and  may  also  help  further 
clarify  the  insidious  and  often  elusive  nature 
of  the  syndrome  now  termed  chronic  cerebro- 
vascular insufficiency. 

Summary 

A study  was  conducted  tvith  51  geriatric  pa- 
tients to  evaluate  the  efficacy  of  a preparation 
of  dihydrogenated  ergot  alkaloids*  in  reliev- 
ing the  symptoms  of  chronic  cerebrovascular 
insufficiency  (CVI).  Hydergine®*  (0.5  mg  sub- 
lingual tablets)  was  administered  to  the  pa- 
tients at  a dosage  of  one  milligram  three 
times  a day  for  twelve  weeks  as  part  of  a total 
health  maintenance  program.  Results  were 
evaluated  by  periodic  ratings  of  symptom 
severity,  over-all  clinical  status,  and  global 
change  in  each  patient’s  condition.  Seventeen 
target  symptoms  were  improved  to  a statisti- 
cally significant  degree  by  the  end  of  the 
twelve-week  study,  with  best  residts  noted  in 
mental  alertness,  confusion,  memory,  irrita- 
bility, depressive  mood,  motivation-initiative, 
paresthesias,  fatigue,  and  nocturnal  cramps. 
By  the  conclusion  of  treatment,  82  per  cent  of 
the  patients  were  described  as  “very  much 
inqjroved.” 

.Aspects  of  the  investigator’s  “ongoing  total 
health  maintenance  program”  for  elderly  pa- 
tients are  described  and  a brief  discussion  of 
tlie  possible  etiology  of  CVI  is  also  presented. 

Acknowledgnient—Vhe  author  wishes  to  express  his 
appreciation  for  the  invaluable  assistance  of  Mrs. 
Valeric  Mielcs  in  the  condtict  of  this  study. 
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Goiter  can  he  a cause  of  stroke.  How?  Here’s  how. 


Substernal  Goiter  Associated 
with  Recurrent 
Syncope  and  Stroke* 


Sylvan  E.  Moolten,  M.D./New  Brunswick 

The  danger  of  permitting  adenomatous 
goiters  to  become  intrathoracic  is  too  often 
insufficiently  recognized  by  physicians.  Fail- 
ure to  remove  an  adenomatous  goiter  extend- 
ing beneath  the  clavicles  and  sternum,  yet 
not  deeply  intrathoracic,  exposes  the  patient 
to  the  risks  of  such  a goiter  entering  the 
mediastinum  so  that  it  becomes  impacted  and, 
therefore,  increasingly  difficult  to  remove  sur- 
gically and  that  much  more  dangerous.’ 

The  best  known  complication  of  intrathoracic 
goiter  is  tracheal  compression  and  lateral 
deviation.  This  produces  the  “scabbard 
trachea,’’  which  may  result  in  obstruction  to 
respiration.  Eventually  the  patient  may  find 
it  difficult  to  breathe,  particularly  on  exer- 
tion. He  may  also  find  that  he  is  unable  to 
bend  over  or  to  turn  his  head  freely  without 
producing  respiratory  obstruction  as  the 
adenoma  impinges  on  the  right  or  left  first 
rib,  which  serves  as  a fulcrum  to  exert  pres- 
sure on  the  partially  collapsed  trachea. 

Another  major  effect  of  intrathoracic  goiter  is 
partial  obstruction  to  the  return  of  venous 
supply  from  the  head  and  neck  l)y  pressure 
on  the  internal  jugular  veins.  This  may  be 
evidenced  l)y  dilation  of  the  superficial  veins 
of  the  upper  part  of  the  chest  and  neck  and 
eventually  by  edema  of  the  face  and  other 
features  of  the  superior  vena  caval  syndrome. 

The  tendency  of  intrathoracic  goiters  to  en- 
large progressively,  esjiecially  as  colloid  cysts 
form  and  where  there  is  complicating  hemor- 
rhage, adds  to  tlie  threat.  Secondary  fil)rous 


encapsulation  and  dense  fibrous  adhesions  by 
which  the  adenoma  and  surrounding  struc- 
tures are  matted  together  in  the  mediastinum 
magnify  considerably  the  risk  of  surgery. 


Other  complications  include  thoracic  pain 
suggestive  of  atypical  angina  pectoris-  and 
esophageal  obstruction.®  In  one  patient’ 
intrathoracic  goiter  resulted  in  obstruction  of 
a bronchus  with  secondary  development  of 
cystic  bronchiectasis.  It  is  surprising  that  the 
textbooks  an-d  availal)le  literature  fail  to  men- 
tion the  possibility  of  circulator)'  comi)lica- 
tions,  particularly  interference  with  the  blcMtd 
flow  to  the  brain  as  the  result  of  compression 
of  the  arteries  arising  from  the  arch  of  tlie 
aorta.  The  following  case,  althougli  incom- 
pletely documented,  suggests  this  possibility. 

An  82  year  old  housewife  was  admittexi  to  the  R(H).se- 
velt  Hospital  with  left-sided  heniiplegia  and  general 
deterioration.  Hie  history  as  given  by  the  family  indi- 
cated that  her  illness  began  ten  years  previously  with 
"fainting  spells”  followed  by  gradual  on.set  of  paralysis 
on  the  left  side  of  the  body.  -She  stvined  to  he  doing 
well  until  two  months  before  admission  when,  at 
times,  she  became  confused,  increasingly  deaf,  and 
weaker.  On  admission,  she  was  hedriilden,  hemiplegic, 
and  incontinent  of  urine  and  feces.  .Skin  and  mucous 
memhraues  were  pale.  She  presented  mild  ankle  edema 
and  diminished  breath  sounds  and  vocal  fremitus  in 
the  left  hemithorax.  I here  was  no  evidence  of  en- 
larged thyroid  or  enlargement  of  lymph  lUMles.  1 he 
blood  pressure  was  170/80,  the  hnnoglohin  11..1 
Grams;  hematonit  was  111;  WBG  fi.litK);  neutrophiles 
lymphocytes  .')!>.  Ihe  fasting  hlotxl  sugar  was 
lO.f.  HIockI  urea  nitrogen  was  21.  The  urine  contained 
■1  [)lus  protein  and  large  numbers  of  leukoevtes.  \ rav 
re\ealtxl  evidetice  of  substernal  thvroid  causing  much 
deviation  of  the  trachea  toward  the  right.  I he  heart 
appeared  enlarged  in  its  transverse  diameter.  Ihe 
trachea  seemed  narrowed.  Her  couisie  in  the  hospital 
was  relatively  utieventfiil  during  the  ensuing  18 
months.  Ihe  systolic  IiUkkI  pressure  remaitted  some 
what  elevatal  imt  the  dia.stolic  prevsuie  was  normal 
(188 '82  and  170 '80)  . Proteinuria,  pvuvia.  and  ixlema 

•I'rom  the  Roosevelt  Hospital.  Metuchen.  New  [etses'. 
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of  the  legs  persisted.  Eventually  bronchopneumonia 
developed  involving  chiefly  the  right  lung  with  fatal 
outcome. 

Autopsy  Findings:  The  larynx  and  trachea 
were  remarkable  for  the  presence  of  the  enor- 
mous size  of  the  thyroid,  which  weighed  113 
Grams,  the  greater  enlargement  involving  the 
left  lobe,  which  measured  10  by  6 centimeters. 
The  entire  gland  was  unusually  firm.  Cut  sec- 
tion revealed  nodular  transformation  accom- 
panied by  areas  of  marked  fibrous  induration 
with  focal  calcification  and  a few  cysts.  The 
thyroid  mass  was  tightly  adherent  to  the 
trachea  over  a segment  of  3 centimeters  in 
length,  where  tracheomalacia  had  resulted  in 
sufficient  measure  to  permit  the  trachea  to  be 
bent  easily  from  side  to  side  and  from  before 
backward  because  of  advanced  atrophy  of  the 
tracheal  cartilages.  The  lumen  was  moderately 
narrowed  but  could  be  easily  stretched.  Micro- 
scopically the  thyroid  follicles  were  distended 
with  well-stained  colloid.  Many  follicles  were 
cystic  and  atrophic  and  replaced  by  large 
irregular  scars. 

The  lungs  were  unusually  bulky  with  hyper- 
inflation and  were  fluffy  and  light  in  weight, 
together  weighing  750  Grams.  A few  large 
thin-walled  cystic  bullae  were  found  along 
the  free  borders,  especially  in  the  lower  lobes 
anteriorly.  Scattered  small  emphysema  cysts 
and  bullae  were  present  in  the  remaining 
portions  of  both  lungs,  especially  in  the  upper 
lobes.  Small  amounts  of  aspirated  gastric  con- 
tents were  present  in  the  tracheobronchial 
tree,  the  lumen  of  which  was  slightly  widened 
throughout.  The  pulmonary  arteries  exhib- 
ited atherosclerosis  and  no  emboli.  The  lungs 
showed  considerable  panlobular  emphysema 
with  striking  overdistention  of  alveolar  ducts 
and  bronchioles,  many  of  which  were  actually 
cystic.  Scattered  scars  were  present  through- 
out both  lungs  within  which  iron-encrusted 
pigment  granules  were  deposited.  The  inter- 
stitial framework  contained  numerous  small 
lymphoid  deposits.  Patchy  bronchopneu- 
monia was  present  in  several  areas  containing 
foreign  body  granulomata  and  aspirated  ma- 
terial resembling  vegetable  cells. 

The  heart  was  somewhat  enlarged  (450 


Grams)  as  the  result  of  pronounced  hyper- 
trophy of  both  ventricles,  especially  the  right, 
which  averaged  6 millimeters  in  thickness. 
The  left  ventricle  averaged  18  millimeters  in 
thickness.  Coronary  arteries  were  widely 
patent  throughout  and  stippled  with  slight 
atheroma.  The  aorta  was  moderately  dilated, 
especially  proximally,  and  exhibited  advanced 
atherosclerosis  in  its  distal  p>ortion  with  egg- 
shell calcification  in  the  lower  abdominal 
segment.  Some  atherosclerosis  and  calcifica- 
tion were  present  at  the  root  of  the  aorta  and 
at  the  ostia  of  the  major  branches  arising 
from  the  arch.  Other  findings  were  relatively 
insignificant  except  for  advanced  pyelone- 
phritic  contraction  of  both  kidneys  and 
decubitus  ulcerations  of  the  left  heel  and 
right  leg. 

Clinical  Diagnoses  were  recurrent  syncope 
culminating  in  left  hemiplegia;  decubitus 
ulceration  of  left  heel  and  right  leg;  arterial 
hypertension  (systolic  hypertension)  with  high 
pulse  pressure;  cerebral  thrombosis;  and  intra- 
thoracic  goiter. 

Anatomic  Diagnoses  were  massive  nodular 
adenomatous  hypertrophy  of  thyroid  (weight 
113  Grams)  with  marked  tracheomalacia  sec- 
ondary to  pressure  of  substernal  adenomatous 
goiter  and  resulting  partial  obstruction  caus- 
ing hyperinflation  of  lungs;  panlobular  em- 
physema with  focal  bullous  emphysema;  pro- 
nounced hypertrophy  of  right  ventricle;  ad- 
vanced chronic  pyelonephritis;  and  moderate 
hypertrophy  of  the  left  ventricle. 

Because  of  the  limitations  of  the  autopsy  per- 
mission, the  brain  and  carotid  arteries  in  the 
neck  were  not  examined  so  that  it  is  impos- 
sible to  be  certain  that  the  hemiplegia  in  this 
case  arose  entirely  on  the  basis  of  intra- 
thoracic  pressure  by  the  goiter  on  the  innomi- 
nate or  right  common  carotid  artei7.  The 
atherosclerosis  of  the  aorta  and  its  branches 
is  consistent  with  an  assumed  atherosclerotic 
narrowing  of  the  carotid  arteries  in  the  neck, 
as  well  as  in  their  intracranial  ramifications. 
Perhaps  the  most  compelling  evidence  impli- 
cating the  goiter  in  the  production  of  hemi- 
plegia is  the  clinical  history  of  “recurrent 
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fainting  spells”  over  a period  of  ten  years  and 
gradual  onset  of  paralysis  on  the  left  side  of 
the  body.  One  is  reminded  of  the  cases  of 
Marmor  and  Sapirstein®  and  of  Zeman  and 
Siegal®  in  which  cerebral  thrombosis  followed 
stimulation  of  the  hyperactive  carotid  sinus 
in  elderly  patients  with  cerebral  arterio- 
sclerosis. The  substernal  location  of  the  goiter 
precludes  the  possibility  of  the  carotid  sinus 
syndrome  specifically  as  the  mechanism  of 
hemiplegia  in  this  case.  On  the  other  hand 
pressure  within  the  mediastinum  against  the 
arch  of  the  aorta  may  easily  be  held  responsi- 
ble for  eliciting  a depressor  reflex  from  the 
aortic  nerve  plexuses  capable  of  inducing 
recurrent  syncope  and  thereby  predisposing 
eventually  to  cerebral  thrombosis  in  a patient 
with  cerebral  arteriosclerosis.  Under  the  exist- 
ing circumstances  it  was  not  feasible  to  deter- 
mine which  of  these  two  possibilities  was 
responsible. 

I have  encountered  two  other  instances  at 
autopsy  in  which  large  goiters  were  apparently 
responsible  for  a stroke.  One  was  in  a 75- 
year-old  woman  who  had  had  goiter  for  at 
least  25  years.  She  had  been  treated  also  for 
hypertension.  Death  resulted  from  recurrent 
massive  encephalomalacia.  The  goiter  had 
compressed  the  trachea  markedly  from  side 
to  side  with  angulation  toward  the  right.  The 
lungs  were  hyperinflated  throughout.  The 
carotid  arteries  on  each  side  were  displaced 
and  moderately  compressed  by  the  thyroid 
masses,  especially  on  the  left  side. 

In  the  second  case,  a 67-year-old  woman  had 
signs  of  cerebral  vascular  insufficiency  which 
developed  gradually  and  in  fluctuating  in- 
tensity. The  thyroid  was  enlarged  to  about 
two  and  a half  times  normal,  chiefly  on  the 
left  side.  Carotid  arteriography  revealed  no 
evidence  of  displacement  or  obstruction  of 
the  cerebral  vessels.  At  autopsy,  massive  en- 
cephalomalacia was  found  in  the  left  parietal 
and  temporal  lobes  extending  into  the  left 
frontal  lobe.  The  softening  was  confined 
largely  to  the  deeper  cortical  areas  of  the  left 
hemisphere  without  apparent  involvement  of 
the  superficial  cortex.  The  thyroid  was  found 


to  be  about  4 times  the  normal  size  and 
weighed  115  Grams.  Much  of  this  gland  was 
fibrous  and  cystic.  Many  follicles  were  dis- 
tended with  recent  hemorrhage.  The  carotid 
arteries  on  either  side  of  the  thyroid  gland 
were  patent  and  of  normal  caliber  and  pre- 
sented no  significant  atherosclerosis  or  evi- 
dence of  old  or  recent  clostire.  It  was  learned 
later  that  the  patient  had  been  aware  of  the 
mass  in  her  neck  for  about  20  years.  The 
interesting  feature  in  the  second  case  was  the 
limitation  of  encephalomalacia  to  the  sub- 
cortical zones,  reminiscent  of  the  phenomenon 
of  subendocardial  necrosis  of  the  heart  muscle 
in  patients  with  coronary  insufficiency.  Ac- 
cordingly, it  was  postulated  that  episodes  of 
relative  carotid  artery  narrowing  induced  by 
the  goiter  had  led  to  periodic  incomplete  vas- 
cular insufficiency  of  the  brain.  Conceivably 
the  same  mechanism  of  inteirnittent  relative 
cerebral  vascular  insufficiency  (caused  by  re- 
mote intermittent  compression  of  the  innomi- 
nate or  common  carotid  artery  in  the  medi- 
astinum) may  have  been  accountable  for  the 
gradual  but  progressive  cerebral  deterioration 
in  the  present  case. 

Summary 

A case  of  intrathoracic  goiter  is  reported  in 
which  the  patient  sullered  from  repeated 
“fainting  spells”  over  a period  of  10  years 
culminating  in  left  hemiplegia.  Severe  tracheo- 
malacia was  present.  It  is  suggested  that  giant 
or  intrathoracic  goiter  may  be  a cause  of 
stroke  when  it  produces  intermittent  partial 
obstruction  of  a carotid  artery  in  the  course 
of  a number  of  years. 
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The  role  of  the  adrenals  in  peptic  ulcer  is  here 
explained. 


The  Adrenals  and 
Chronic  Ulcer  Disease* 


Eddy  D.  Palmer,  M.D./Long  Valley 

The  most  important  gastroduodenal  responsi- 
bility of  the  pituitary-adrenal  axis  is  control 
of  the  distribution  of  blood  within  the  seg- 
ment’s mucosa.  This  controls  the  secretion  of 
acid,  pepsin,  intrinsic  factor,  gastrin,  secretin, 
pancreozymin,  and  other  enzymes  and  hor- 
mones. The  adrenal  hormones  manage  all 
this  simply  by  causing  the  mucosa’s  arterio- 
venous anastomoses  to  open  or  to  close, 
thereby  rendering  the  secreting  mucosa  blood- 
less or  plethoric.  The  observations  of  Dolcini 
and  colleagues^  on  rats  were  basic:  a striking 
increase  in  the  amount  of  blood  flowing 
through  the  gastric  mucosa  upon  adrenal 
stimulation  by  ACTH.  They  found  that  the 
mucosa  became  bloodless  following  adrenal- 
ectomy. Clearly,  in  these  rats,  adrenal  hor- 
mones caused  the  gastric  arteriovenous 
anastomoses  to  shut,  forcing  the  mucosal 
capillary  route  on  the  mural  arterial  blood 
flow.  Absence  of  adrenal  secretion  permitted 
the  anastomoses  to  open,  rendering  the 
mucosa  bloodless. 

In  view  of  the  influence  of  adrenal  hormones 
over  mucosal  perfusion,  chronic  ulcer  should 
not  form  and,  coincidentally,  gastric  secretion 
should  become  depressed  when  adrenal  func- 
tion fails.  Gray,^  in  1960,  made  the  now 
famous  observation,  “no  adrenal,  no  ulcer.’’ 
It  was  not  literally  true,  of  course,  but  does 
emphasize  an  important  generality.  Be  care- 
ful to  distinguish  chronic  ulcer  from  acute 
ulcer  and  erosion.  In  one  series  of  160  cases  of 
adrenal  insufficiency  there  were  three  in- 
stances of  gastric  ulcer,i'*  and  in  another 
series  of  363  chronic  ulcer  could  be  identified 
in  three.^®.  Sparberg^®  described  chronic  duo- 


denal ulcer  in  a patient  with  untreated  Addi- 
son’s disease. 

That  patients  with  hypoadrenalism  are  not 
rendered  permanently  resistant  to  chronic 
ulcer  is  shown  by  the  observation  that  some 
develop  ulcer  while  under  cortisone  replace- 
ment therapy.^’  ®’  Gray^  told  of  seven 
patients  with  Addison’s  disease  who  devel- 
oped chronic  gastric  or  duodenal  ulcer 
after  two  or  three  years  of  maintenance 
cortisone. 

But  in  Cushing’s  hypercorticism,  too,  clironic 
ulcer  is  rare.^^>  Zollinger’s  incidence  fig- 
ure was  a generous  one  per  cent.  The  studies 
of  Cummins  and  Gompertz^  uncovered  noth- 
ing to  support  the  concept  that  adrenocortical 
hyperactivity  is  in  any  way  etiologically  in- 
volved in  “ordinary  clinical  ulcer  disease.’’ 

Depressed  adrenal  function  results  in  de- 
pressed gastric  secretion,  as  expected. In 
both  humans  and  experimental  animals  the 
evidence  suggests  that  the  native  adrenal 
steroids  function  not  only  by  permitting  gas- 
tric acid  secretion  to  be  normally  active  but 
also  by  allowing  an  augmented  secretory  re- 
sponse to  vagal,  histamine,  and  antral  stimu- 
lation. Gray®  summarized;  “I'hus  the  adrenal 
gland  functions  as  an  agent  which  ‘j)ennits’  a 
gastric  (acid  secretion)  response  to  occur; 
without  its  presence  the  response  could  not 
occur.” 

The  observations  that  [KUtain  to  acute  gas- 
troduotlenal  ulcer  and  erosion,  as  opposed  to 

• Coniieiised  from  a Clinical  I’lojccts  Report,  read  to 
the  New  Jersey  Chapter.  ^Villian^  Beaumont  Society. 
October  13.  1971,  Newark. 
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chronic  ulcer,  are  quite  different.  Here  the 
problem  becomes  caught  up  in  the  complex- 
ities of  stress,  a matter  wholly  separate  from 
the  self-perpetuating  lesion  that  is  chronic 
ulcer.  Back  in  1916  Mann^^  reported  that 
acute  ulcers  are  found  in  90  per  cent  of 
adrenalectomized  animals  at  the  time  of 
their  spontaneous  death.  Woldman  and  col- 
leagues'® found  that  damage  to  the  adrenals 
produces  a high  incidence  of  acute  ulcer- 
ative lesions  in  the  gastrointestinal  tract  of 
man,  too.  In  the  course  of  autopsies,  they  ob- 
served acute  ulcers  or  erosions  in  19  per  cent 
of  patient  who  had  normal  adrenals,  27  per 
cent  of  those  with  mild  adrenal  abnormali- 
ties, and  46  per  cent  of  those  with  severe 
adrenal  destruction. 

When  adrenal  function  and  histopathology 
are  studied  among  patients  with  chronic  ul- 
cer, results  are  confusing.  Biggart  and  Willis' 
found  that  adrenal  disease  was  more  preva- 
lent at  the  autopsy  of  patients  with  chronic 
ulcer  than  among  controls.  Gray®  observed 
that  adrenal  corticoid  levels  in  blood  and  in 
urine  are  not  increased  in  ulcer  patients,  con- 
firming the  failure  of  Cummins  and  Gom- 
pertz^  to  demonstrate  alterations  in  adreno- 
cortical activity  in  ulcer  patients. 

Summary 

The  clinician  can  learn  from  these  observa- 
tions that — to  paraphrase  Gray — by  control- 


ling gastroduodenal  perfusion,  the  adrenals 
function  to  permit  chronic  gastroduodenal 
ulcer  to  develop  and  to  persist,  but  that  na- 
tive adrenal  secretions,  however  overabun- 
dant, cannot  be  blamed  for  chronic  ulcer 
disease. 
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Home  Care  for 
The  CMDNJN  has  joined  with  the  “Model 
Cities  Program’’  to  sponsor  a home  care  pro- 
ject to  deliver  health  services  to  home-bound 
and  bed  ridden  patients  after  discharge  from 
the  hospital.  Eligible  to  receive  follow-up 
medical  and  nursing  care  are  chronically  and 
terminally  ill,  long-term  convalescent  cases, 
those  too  disabled  for  out-patient  care,  and 
those  awaiting  transfer  to  nursing  homes. 
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the  Bed-Ridden 

Family  health  workers  visit  homes,  ren- 
der personal  services,  and  take  blood  pres- 
sures. Medical  services  are  available  through 
nurses  and  the  ]jrogram’s  physicians.  The 
project  should  make  possible  earlier  dischar- 
ges from  hospitals.  The  Project  Director  is 
Allyn  P.  Kidwell,  M.D.,  and  the  Coordinator 
is  Betsy  Kelland,  R.N.,  Community  Nursing 
Service  of  Essex  and  West  Hudson  Counties. 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE 1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


t 


Each  tablet  contains: 
Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  612  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efc/-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 
Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 
Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 

Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421- 
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Trustees'  Minutes 

Regular  meetings  of  the  Board  of  Trustees 
were  held  on  February  27  and  March  19  at 
the  Executive  Offices  in  Trenton.  Detailed 
minutes  are  on  file  with  the  secretary  of  your 
county  medical  society.  A summary  of  signifi- 
cant actions  follows; 

February  27,  1972 

AMA  Conference  for  Medical  Executives  . . . 
Received  a report  from  the  Executive  Director 
on  the  AMA  Conference  for  Senior  Medical 
Executives  held  in  Chicago  on  January  27  and 
28.  Among  topics  of  major  discussion  were 
the  need  for  increased  AMA  communication 
with  members,  expansion  of  service  to  mem- 
bers, phase  II  of  wage-price  controls,  steps  that 
state  and  county  societies  can  take  to  encour- 
age greater  medical  student,  intern,  and  resi- 
dent involvement  in  organized  medicine,  and 
the  7 per  cent  decrease  in  dues-paying  mem- 
bers— the  AMA  Board  of  Trustees  has  ap- 
proved a membership  recruitment  program  (at 
a cost  of  $150,000)  which  will  be  coordinated 
with  state  medical  societies. 

Centenary  Celebration  . . . Received  a report 
from  the  Executive  Director  tliat  he  had  ac- 
cepted an  invitation  from  tlie  Commissioner 
of  Health  to  serve  as  a member  of  the  Con  tern- 
ary Celebration  Committee  of  the  American 
Public  Health  Association,  whose  primary 
function  will  be  to  plan  commemorative  ac- 
tivities, including  an  exhibit  and  a dinner 
honoring  the  APH.\,  and  to  explore  ways  of 
achieving  financial  support. 

AMA-AMPAC  Public  Affairs  Workshop  . . . 
Concurred  in  the  President’s  action  authoriz- 
ing the  attendance  of  the  MSNJ  Conlerencc 
Committee  with  JEMP.VC  at  the  AMA- 
AMPAC  Public  Affairs  Workshop  to  be  held 
in  Washington,  March  11  and  12 — Second 
Vice-President,  Chairman  of  Council  on  Medi- 
cal Services,  Chairman  of  Council  on  I.egisla- 


tion  (Francis  A.  Pflum,  M.D.  rvill  attend  for 
the  Council  on  Legislation). 

Workshop  on  Accreditation  . . . Concurred 
in  the  President’s  action  approving  MSNJ’s 
cosponsorship  (without  financial  commit- 
ment), with  the  New  Jersey  Hospital  .Associa- 
tion, of  a workshop  on  new*  standards  for  ac- 
creditation, to  be  conducted  by  the  Joint 
Commission  on  .Accreditation  of  Hospitals, 
April  26  and  27  in  Morristown. 

Congress  on  Socio-Economics  of  Health  Care 
. . . .Authorized  President-Elect  D’Elia  to  at- 
tend (w'ith  expenses  paid)  the  6th  National 
Congress  on  Socio-Economics  of  Health  Care 
to  be  held  .April  6 to  8 in  Fort  Lauderdale, 
Florida. 

Conference  of  State  Mental  Health  liepresen- 
tatives  . . . .Authorized  the  Chairman  of  the 
Council  on  Mental  Health  (Dr.  Garber)  to 
attend  (with  expenses  paid)  the  .Annual  Con- 
ference of  State  Mental  Health  Representa- 
tives, -April  13  to  15  in  Scottsdale,  Arizona. 

Advisory  Council  on  “Xurse  Pediatrician  or 
Pediatric  Xurse”  . . . Designated  Harold  L. 
Colburn,  Jr.,  M.D.  as  MSNJ’s  representative 
to  the  .Advisory  Council  on  “Nurse  Pediatri- 
cian or  Pediatric  Nurse,’’  which  is  under  the 
aegis  of  the  Department  of  Community  Medi- 
cine of  Rutgers  University. 

AMA  Council  on  \atioual  Security  . . . Au- 
thorized the  forwtirding  of  the  n.une  of  ).uncs 
W.  Ral|)h,  M.D.  of  Englewood  to  the  .AM.A  in 
nomination  for  mcMuluMship  on  the  \M  \ 
Council  on  National  SeciuitN. 

Meuorah  Medical  Cotter  . . . Autltorizc'd  the 
attendance  (with  expenses  paid)  of  the  ( h;iii- 
man  of  the  Committee  on  Medical  Education 
at  the  sure ey-ius|H'c t ion  ol  the  Menor.ih  Medi- 
cal Center  in  K;insas  Citv.  Missouri,  on  M.mli 
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Council  on  Legislation  . . . Approved,  as 
amended,  the  report  of  the  February  10  th 
meeting  of  the  Council  on  Legislation. 

1.  Ad  Hoc  Subcommittee  to  Review  Council’s 
Systems  and  Procedures  . . . Voted  to  com- 
mend the  subcommittee  on  its  report  and  to 
approve,  as  amended,  the  following  recom- 
mendations contained  therein; 

a.  That  a sixth  official  position  concerning  legislation 
be  added  to  the  five  already  used  by  the  Society— 
CONDITIONAL  APPROVAL,  because  . . . (here  the 
reasons  should  be  given  upon  which  the  approval  by 
the  Society  is  conditioned)  . 

b.  Because  of  the  new  Lobbying  Law  it  is  recom- 
mended that  the  two  physician-members  designated  as 
Legislative  Educational  Representatives  of  the  Society 
no  longer  be  asked  to  attend  sessions  of  the  legisla- 
ture, but  that  Mr.  Meara,  as  the  Society’s  Legislative 
Consultant,  be  used  for  any  necessary  contacts  by  the 
Society  with  legislators  in  the  course  of  the  legislative 
sessions. 

c.  For  the  same  reason,  all  messages  to  the  legislators 
should  be  issued  over  the  name  of  either  the  Presi- 
dent of  MSNJ  or  the  Chairman  of  the  Council  on 
Legislation  rather  than  that  of  the  Executive  Direc- 
tor, who  as  a paid  employee  would  be  subject  to  con- 
sideration for  registration  under  the  Lobbying  Law. 

d.  That  a Conference  Committee  should  be  formed 
consisting  of  selected  members  of  the  Council  on 
Legislation  and  the  two  former  Legislative  Educa- 
tional Representatives,  whose  duty  it  will  be  to  make 
themselves  available  to  discuss  bills  with  their  legis- 
lative sponsors  or  to  attend  committee  hearings  con- 
cerning bills  of  medical  interest. 

e.  In  instances  in  which  the  Society  seeks  conference 
contact  with  legislators,  Mr.  Meara  .should  be  asked 
to  arrange  the  time  and  place. 

f.  A special  group  of  Society  representatives,  each  of 
whom  is  persona  grata  to  the  Governor,  should  be 
designated  by  the  President  to  meet  with  the  Gov- 
ernor, by  official  arrangement  from  time  to  time,  in 
behalf  of  the  Society’s  legislative  interests.  (Boldface 
indicates  Board  amendment.) 

g.  That  specialty  societies  continue  to  be  invited  to 
send  representatives  to  all  meetings  of  the  Council 
on  Legislation  and  that  presidents-elect  or  chairman 
of  legislative  committees  of  component  societies  be 
also  invited  to  attend.  (Boldface  indicates  Board 
amendment.) 

h.  The  Committee  recommends  that  at  each  session  of 
the  Board  of  Trustees  at  which  a report  is  to  be 
presented  from  the  Council  on  Legislation,  either  the 
Chairman  or  the  Vice-Chairman  of  the  Council  at- 
tend to  present  the  report  and  discuss  its  contents. 

i.  The  Committee  further  recommends  that  in  the 
occasional  instance  in  which  the  Board  finds  itself 
disposed  not  to  approve  a position  as  initially  recom- 
mended by  the  Council,  the  Board  adopt  a position 


• All  bills  marked  thus  are  identical  with  bills  of  last 
year  whose  official  positions  were  the  same. 


of  “DEFERRED  BY  THE  BOARD  OF  TRUSTEES, 
because  . . .’’  and  return  the  bill  to  the  Council  for 
reconsideration.  (Boldface  indicates  Board  amendment.) 

j.  It  is  further  recommended  that  except  in  an 
emergency  the  Board  make  it  a policy  not  to  con- 
sider and  act  upon  legislative  measures  that  have  not 
yet  been  before  the  Council  on  Legislation.  (Boldface 
indicates  Board  amendment.) 

2.  Current  State  Legislation  . . . Approved 
the  Council’s  recommended  positions  on  cur- 
rent state  legislation  except  for  that  on  S-42 
(see  Board  amendment  under  S-42  below). 

S-3  —To  provide  that  the  advisory  council  on  edu- 
cation of  the  handicapped  children  will  con- 
sist of  public  and  private  professional  and 
lay  interests.  APPROVED 

•S-8  —To  require  boards  of  education  to  identify 
children  between  ages  3 and  5 years  who  re- 
quire special  education  to  prevent  more  de- 
bilitating handicaps  and  to  permit  establish- 
ment of  suitable  facilities,  programs  and  spe- 
cial services  including  summer  classes  for 
such  children.  APPROVED 

•S-9  —To  create  and  establish  a risk  register  for 
handicapped  and  high  risk  children  in  the 
Department  of  Health.  DISAPPROVED,  be- 
cause it  would  be  impractical  of  implementa- 
tion because  of  its  broad  application  and 
furthermore  would  lead  to  the  necessary 
stigmatization  of  a potentially  handicapped 
child  and  might  also  cause  a great  deal  of 
undue  anxiety  in  some  parents. 

S-14  —To  require  local  boards  of  health  to  notify 
persons  bitten  by  an  animal  whether  such 
animal  is  or  is  not  affected  by  rabies  within 
12  hours  after  such  determination.  AP- 
PROVED 

•S-42  —To  permit  application  to  the  Board  of  Medi- 
cal Examiners  for  exemption  from  licensing 
under  the  act  concerning  practice  of  medicine 
and  surgery  by  persons  holding  an  M.D.  de- 
gree in  the  employ  of  a licensed  hospital  and 
performing  services  under  direct  supervision 
of  licensed  physicians.  DISAPPROVED,  be- 
cause MSNJ  feels  that  it  is  contrary  to  the 
public  interest  to  entrust  patients  to  the  care 
of  unlicensed  physicians  other  than  interns 
and  residents  in  approved  training  programs. 

NOTE:  The  position  indicated  on  S-42  is  as  amended 
by  the  Board.  The  Council  had  recommended 
a position  of  “conditional  approval.” 

•S-53  To  provide  that  any  person  who  fails  to  clearly 
advertise  or  label  poisonous  or  deleterious 
substances  for  household  use  without  disclos- 
ing the  generic  names  of  ingredients  shall  be 
a disorderly  person.  APPROVED 

•S-132  —To  provide  that  it  shall  be  a disorderly  per- 
sons violation  for  anyone  to  abandon  any 
disposable  or  reusable  hypodermic  needle  or 
syringe  without  first  destroying  it.  DISAP- 
PROVED, because  although  the  intent  of 
the  legislation  is  laudable,  the  measure  im- 
poses a disproportionate  burden  upon  pa- 
tients and  physicians  alike  in  the  probably 


462 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


vain  hope  of  limiting  and  measurably  re- 
stricting the  activities  of  illegal  users  of 
drugs. 

S-180  —To  authorize  a .f25,000,000  bond  issue  for 
establishment  of  education  facilities  for  the 
multiple  or  severely  handicapped  children. 
APPROVED 

•S-196  —To  direct  the  Board  of  Education  to  require 
immunization  of  all  pupils  against  rubella 
as  a condition  for  entrance  to  kindergarten. 
DISAPPROVED,  because  under  certain  cir- 
cumstances immunization  against  rubella  is 
contraindicated. 

•S-198  —To  provide  for  the  “Noise  Control  Act”  and 
to  empower  the  Department  of  Environmen- 
tal Protection  to  promulgate  codes  and  regu- 
lations and  to  appropriate  $100,000.  AP- 
PROVED 

•S-208  —To  provide  for  the  establishment  of  air  pol- 
lution control  commissions  in  the  counties 
individually  and  jointly.  DISAPPROVED, 
because  there  is  no  evidence  that  at  the  pres- 
ent time  the  control  that  is  now  exercised  by 
the  Department  of  Health  is  not  satisfactory 
and  that  the  personnel  who  would  control 
these  committees  would  be  as  well  informed 
in  the  control  of  air  pollution  as  the  Depart- 
ment of  Environmental  Protection.  Moreover, 
the  prevailing  unified  control  would  be 
jeopardized. 

S-214  —To  provide  that  any  fresh  meat  sold  at  retail 
shall  be  wrapped  in  an  entirely  transparent 
container.  APPROVED 

•S-218  —To  provide  that  no  dog  brought  to  a pound 
or  shelter  shall  be  sold  or  othenvise  be  made 
available  for  experimentation.  DISAP- 
PROVED, because  it  would  hinder  progress 
of  scientific  animal  research,  with  jeopardy 
to  the  public  welfare. 

•S-233  —To  provide  that  it  shall  be  a high  misde- 
meanor for  any  person  to  add  any  controlled 
dangerous  substance  defined  in  R.S.  24:21-2 
to  any  food  or  beverage  knowing  that  such 
may  be  consumed  by  other  persons  not  know- 
ing such  food  or  beverage  has  been  so 
adulterated.  APPROVED 

•S-238  —To  provide  for  the  establishment  of  a central 
registry  of  blood  donors  in  the  Department 
of  Health  and  to  appropriate  $50,000.  DIS- 
APPROVED, because  it  would  be  a duplica- 
tion of  record  keeping  by  existing  blood 
banks  in  the  State  of  New  Jersey  with  no 
appreciable  advantages. 

•S-242  —To  authorize  the  Commissioner  of  Health 
to  contract  with  voluntary,  non-profit  hos- 
pitals for  early  care,  treatment,  rehabilitation, 
counseling  and  education  of  drug  users  and 
their  families  and  to  appropriate  $150,000. 
APPROVED 

•S-243  —To  establish  a Health  Hazard  Abatement 
Fund  where  municipalities  may  make  appli- 
cation for  State  aid  to  defray  expenses  in- 
curred in  abating  conditions  harmful  to  the 
health  and  safety  of  occupants  of  buildings 
regulated  by  such  municipalities.  NO  AC-  - 
TION  -5 


S-252  —To  direct  the  Department  of  Health  to 

establish  a program  for  the  care  and  treat- 
ment of  persons  suffering  from  terminal  ill- 
nesses and  to  appropriate  $500,000.  AP- 

PROVED 

S-253  —To  direct  the  Department  of  Health  to 

establish  a program  for  the  care  and  treat- 
ment of  children  suffering  from  terminal  ill- 
nesses and  to  appropriate  $500,000.  AP- 

PROVED 

•S-263  —To  include  in  the  definition  of  optometry 
one  who  sells,  at  retail,  to  the  general  public 
spectacles  or  eyeglasses  containing  other  than 
plane  lenses;  to  provide  that  nothing  in  the 
definition  of  optometry  shall  prohibit  a duly 
licensed  opthalmic  dispenser  from  providing 
eyeglasses  as  prescribed  by  an  optometrist  or 
physician.  DISAPPROVED,  because  the 
vending  of  such  glasses  is  not  proper  or  ex- 
clusive to  the  practice  of  optometry,  whose 
fundamental  function  (under  law)  is  to  ex- 
amine for  defects  of  vision  and  to  prescribe 
corrective  lens.  This  legislation  would  deny 
to  the  public  access  to  low-cost  eyeglasses  of 
simple  magnification,  and  thus  is  restrictive 
of  free  choice  and  is  discriminatory. 

*S-295  —To  establish  a Noise  Control  Act;  to  em- 
power the  Commissioner  of  Health  to  pro- 
mulgate codes,  rules  and  regulations  for  the 
control  of  noise.  APPROVED 

S-317  —To  provide  for  the  regulation  of  clinical 
laboratories  and  their  personnel.  DISAP- 
PROVED, because  (1)  it  is  in  conflict  with, 
but  fails  to  repeal  the  Bio-Analytical  Labo- 
ratory and  Laboratory  Directors  Act  (C-45:9- 
42.1,  et  seq.)  ; (2)  it  would  permit  specialists 
proficient  only  in  narrow  limits  of  clinical 
testing  to  direct  laboratories  and  the  work 
of  others  in  areas  they  are  incompetent  to 
assess.  (3)  it  would  require  licensing  of  all 
technical  laboratory  personnel,  thus  restrict- 
ing recruiting,  increasing  costs,  and  disre- 
garding the  fact  that  the  Report  of  the 
Bateman  Commission  urged  less  not  more 
licensure;  (4)  it  is  discriminatory  in  that 
physicians  in  solo  practice  are  exempt  from 
its  application  but  those  in  group  practice 
are  not;  and  (5)  it  imposes  double  licensure 
requirements  on  physicians  who  are  patholo- 
gisLs— first  they  must  be  licensed  by  the  Board 
of  Medical  Examiners  as  physicians  and  sur- 
geons, and  under  S-317  they  would  have  to 
be  licensed  again  as  laboratoi7  directors. 

•S-343  —To  establish  the  .Aircraft  Noise  Control  Act. 

ACTION  DEFERRED,  pending  further  in- 
formation from  the  Committee  on  Environ- 
mental Health. 

S-451  —To  provide  for  the  Local  Health  Service  Act. 
APPROVED 

S-4fi0  — I'o  authorize  the  Commissioner  of  Health  to 
purchase  residential  and  uon-rcsidential  care 
and  treatment  of  drug  addicts  and  abusers 
in  uou-Statc  facilities.  APPROVED 

S-464  —To  require  once  a month  fire  drills  in  any 
private  hospital,  convalescent  home,  private 
mental  hospital  or  private  nursing  home. 
APPROVED 
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•S-483  —To  require  all  prescriptions  for  Schedule  II 
substances  to  conform  to  requirements  as  de- 
fined in  Section  6 of  the  New  Jersey  Con- 
trolled Dangerous  Substances  Act.  DISAP- 
PROVED, because  (1)  although  we  support 
all  intelligent  and  practicable  means  of  con- 
trolling drug  abuse,  the  volume  of  drugs 
made  available  to  addicts  through  doctors’ 
prescriptions  is  minimal,  (2)  the  work  en- 
tailed in  keeping  these  records  would  in- 
volve quite  a bit  of  time  and  expense,  and 
(3)  because  present  New  Jersey  and  Federal 
Legislation  are  adequate  to  control  this  type 
of  drug  abuse. 

S-508  —To  require  issuance  and  renewal  of  all  pro- 
fessional and  occupational  licenses  for  a two 
year  period  and  to  provide  for  staggering 
expiration  dates.  APPROVED 

S-518  —To  provide  that  the  act  concerning  medical 
service  corporations  shall  not  apply  to  health 
maintenance  organizations  which  deliver 
comprehensive  health  prevention,  mainte- 
ance  and  treatment  services.  NO  ACTION 

S-519  —To  permit  parole  of  persons  sentenced  for 
drug  abuse  and  in  need  of  treatment  pro- 
vided they  obtain  admittance  to  an  appro- 
priate treatment  facility  for  in-patient  or  out- 
patient treatment.  APPROVED 

S-544  —To  transfer  all  functions,  duties  and  powers 
exercised  by  the  State  Board  of  Control  of 
the  Department  of  Institutions  and  Agencies 
and  the  Nursing  Home  Administrator’s  Li- 
censing Board  to  the  Department  of  Health. 
APPROVED 

S-554  —To  appropriate  $10,000,000  of  State  Lottery 
Fund  proceeds  for  the  establishment  and 
maintenance  of  regional  education  centers 
for  children  with  multiple  or  severe  handi- 
caps or  both.  APPROVED 

S-558  —To  require  all  law  enforcement  officers  to 
determine  if  any  person  found  in  an  uncon- 
scious state  is  wearing  an  identification  tag 
indicating  he  is  an  epileptic  or  diabetic.  AP- 
PROVED 

S-566  —To  provide  that  State  requirement  or  stand- 
ards concerning  the  processing,  packaging, 
storage,  distribution  or  sale  of  a food  or  food 
product  for  human  or  domestic  animal  con- 
sumption shall  supersede  provisions  of  any 
county,  municipal  or  health  district.  AC- 
TION DEFERRED,  until  copies  of  the  bill 
are  available. 

SCR-47  —To  create  a commission  to  study  the  opera- 
tions of  the  pharmaceutical  industry  and  to 
evaluate  laws  pertaining  thereto.  ACCEPTED 
AS  INFORMATIONAL 

SJR-1  —To  create  a commission  to  study  the  nature, 
extent  and  amount  of  State  aid  programs  for 
mentally  retarded  persons.  ACCEPTED  AS 
INFORMATIONAL 

SJR-7  —To  create  a commission  to  devise  the  most 
practicable  way  of  establisliing  a judicial 
mechanism  for  dealing  with  drug  addicts  and 
others  impaired  by  their  psychological  condi- 
tion. ACCEPTED  AS  INFORMATIONAL 


SJR-8  —To  create  a council  to  formulate  a program 
for  dissemination  of  public  information  con- 
cerning drugs  and  drug  abuse.  ACCEPTED 
AS  INFORMATIONAL 

A-IO  —To  repeal  P.L.  1971,  Chapter  231  thereby 
creating  P.L.  1952,  Chapter  230  requiring 
registration  of  narcotic  addicts  with  the  po- 
lice. NO  ACTION 

A- 16  —To  correct  a typographical  error  in  P.L. 

1966,  Chapter  141  concerning  content  of  al- 
cohol in  a motor  vehicle  violation  defendant’s 
blood.  APPROVED 

A-21  —To  provide  that  State  air  pollution  codes, 
rules  and  regulations  may  include,  in  addi- 
tion to  negative  restrictions  on  the  emission 
of  pollutants,  any  affirmative  requirements 
related  thereto.  APPROVED 

A-26  —To  provide  for  examination  of  public  school 
pupils  suspected  of  being  under  the  in- 
fluence of  controlled  dangerous  substances. 
APPROVED 

*A-43  —To  repeal  the  statute  making  attempted  sui- 
cide a disorderly  persons  offense  and  to  pro- 
vide for  hospitalization  of  such  persons  by  a 
magistrate  or  judge  of  any  court.  AP- 
PROVED 

A-45  —To  require  freeholders  in  counties  with  fa- 
cilities for  detention  of  children  under  16 
years  of  age  to  establish  tutorial  and  mental 
health  programs  under  guidelines  to  be 
established  by  the  Commissioner  of  Institu- 
tions and  Agencies.  APPROVED 

A-52  —To  provide  for  exhaust  emission  standards 
which  must  he  met  in  inspections  of  motor 
vehicles.  ACTION  DEFERRED,  pending  fur- 
ther information  from  the  Committee  on  En- 
vironmental Health. 

*A-57  —To  proliibit  use  of  lead  paint  on  toys,  furni- 
ture and  interior  of  dwellings.  APPROVED 

•A-74  —To  include  persons  who  supply  indispensa- 
ble limited  medical  technical  ancillan.'  serv- 
ices under  direction  of  regularly  licensed 
pliysiclan  under  the  immunity  clause  of  the 
Medical  Practice  Act.  ACTIVE  SUPPORT 

A-78  —To  create  a Rutgers,  South  Jersey  Medical 
and  Dental  College  Planning  Council.  DIS- 
APPROVED, because  although  the  Society 
has  consistently  urged  and  strongly  sup- 
ported establishment  of  a third  medical 
school  in  southern  New  Jersey  as  soon  as 
possible,  it  approved  and  supported  the  in- 
corporation of  both  existing  schools— at  New- 
ark and  Rutgers— under  the  title  of  "The 
College  of  Medicine  and  Dentistry  of  New 
Jersey’’  and  under  the  control  of  one  Board 
of  Trustees.  We  hold  that  a third  school 
should  be  under  the  same  corporate  title 
and  the  same  Board’s  control. 

•A-85  —To  prohibit  water  pollution  by  thermal  dis- 
charge except  under  approved  conditions.  AP- 
PROVED 

A-86  —To  license  and  regulate  the  practice  of  col- 
lection agencies.  NO  ACTION 
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A-98 

•A-121 

•A-201 

•A-204 

•A-213 


‘A-237 

A-247 

A-255 

A-260 


A-262 


—To  make  certain  conduct  by  debt  collectors 
a disorderly  persons  olfense.  A'O  ACTION 

—To  permit  freeholders  in  counties  with  no 
hospital  for  treatment  of  children  with 
sickle  cell  anemia  to  appropriate  not  more 
than  $5,000  each  for  such  diagnosis  and  treat- 
ment and  not  more  than  $10,000  in  first 
class  counties  with  more  than  800,000  popu- 
lation. APPROVED 

—To  regulate  the  sales  of  medicine  containing 
ethyl  alcohol,  antihistamines,  dextromethor- 
phan, phenobarbital  or  its  salts,  ephedrine  or 
its  salts  or  belladonna  or  any  of  its  alkaloids. 
APPROVED 

—To  appropriate  $1,000,000  to  the  Depart- 
ment of  Health  for  family  planning  and  re- 
lated services.  NO  ACTION 

—To  provide  for  origination  of  proceedings 
concerning  child  abuse.  DISAPPROVED,  be- 
cause there  is  no  dependable  logical  basis 
for  the  presumption  that  a parent  or  guard- 
ian convicted  of  “any  crime  or  offense  relat- 
ing to  the  use,  possession,  sale,  transportation 
or  other  dealing  in  or  with  narcotic  drugs” 
would  be  per  se  guilty  of  child  abuse.  Fur- 
thermore, some  of  the  individuals  granted 
the  right  to  initiate  proceedings  uncler  this 
bill  do  not  possess  requisite  educational  and 
clinical  experience  to  determine  that  the  re- 
sultant injury  was  not  accidental. 

—To  prohibit  the  littering  of  waterways  and 
adjacent  shores  and  beaches  and  to  regulate 
marine  toilets  and  to  repeal  Chapter  13, 
P.L.  1954  and  Chapter  170,  P.L.  1958.  AP- 
PROVED 

—To  provide  courses  in  public  health  in  pub- 
lic schools  shall  include  instruction  in  nu- 
trition and  selection  and  preparation  of 
food  for  personal  and  family  consumption. 
APPROVED 

—To  provide  for  licensing  of  hearing  aid  dis- 
pensers by  the  State  Board  of  Medical  Ex- 
aminers to  create  a Hearing  .Aid  Dispenser 
Examining  Committee  and  to  provide  for 
violations.  APPROJ'ED 

—To  permit  the  Boaril  of  Medical  Examiners 
to  waive  anv  requirements  and  conditions  to 
be  satisfied  by  applicants  for  license  to  prac- 
tice medicine  and  suigcry  if  it  determines 
such  action  would  bcneficiallv  serve  the  peo- 
ple of  the  State.  DISAPPROVED  117/77  AC- 
TIVE OPPOSITION  IF  HI  1. 1.  MOVES,  as 
contrary  to  public  interest,  because  it  would 
in  effect  empower  the  State  Board  of  Afedical 
Examiners  to  set  at  naught  the  objective  re- 
quirements of  the  Uniform  Medical  Practice 
Act  regarding  the  granting  of  licenses  to 
practice  medicine  and  surgery  in  New  Jer- 
sey, and  permit  them  to  grant  licenses  on 
the  grounds  of  the  purely  personal  and  sub- 
jective judgments  of  Board  members,  who 
would  be  exposed  unduly  to  pressures  of  all 
kinds. 

— 'Fo  appropriate  $250,000  to  the  Department 
of  Health  for  administration  of  the  Renal 
Diseases  Program.  APPROVED 


A-269  —To  increase  membership  on  the  State  Board 
of  Control  of  Institutions  and  Agencies  from 
9 to  11  members.  NO  ACTION 


A-297  —To  provide  that  any  person,  including  a 
minor  believing  himself  a narcotic  addict, 
may  be  admitted  to  any  State  or  county  in- 
stitution having  special  facilities  for  care  and 
treatment  of  drug  addicts.  APPROVED 

A-303  —To  require  hearing  and  eye  examination  of 
every  motor  vehicle  applicant  and  once  ev- 
ery six  years  thereafter.  APPROVED 

A-307  —To  direct  the  acquisition  of  the  Margaret 
Hague  Maternity  Hospital  for  $1  for  use  of 
the  College  of  Medicine  and  Dentistry.  AC- 
TION DEFERRED,  pending  reply  from  the 
Margaret  Hague  Maternity  Hospital. 


pupil  prior  to  ailministration  to  him  by  pub- 
lic scluxil  authorities  of  any  drug  or  medica- 
tion for  experimental  purposes  or  for  stimu- 
lating the  learning  process.  APPROVED 

•.A-342  —To  permit  medical  assistance  to  foster  chil- 
dren under  the  supervision  of  a private  non- 
profit ado[)tion  agency.  APPROVED 


•.\-350  — I o provide  that  any  applicant  for  a medical 
license  in  addition  to  supplying  required 
proofs  can  show  that  he  has  been  enpraged 
in  a reputable  practice  for  10  years  shall  be 
granted  a license  without  further  examina- 
tion ttpon  ]>aymcnt  of  a fcx?.  DISAP- 
PRO]  ED,  because  it  would  abrogate  the 


•A-285  —To  provide  that  the  act  concerning  licens- 
ing of  physicians  shall  not  apply  to  a physi- 
cian or  surgeon  duly  licensed  to  practice  in 
any  foreign  country  where  requirements  are 
not  lower  than  in  this  State  where  such  per- 
son is  temporarily  teaching  in  a medical 
school  approved  by  the  Board  of  Medical 
Examiners.  DISAPPROVED,  because  it 
would  circumvent  the  orderly  and  dependa- 
ble procedure  for  licensing  of  physicians 
adopted  by  the  State  of  New  Jersey  as  a 
means  of  protecting  the  public  against  un- 
cjualified  practitioners.  It  would  impose  upon 
the  State  Board  of  Medical  Examiners  the 
almost  impossible  responsibility  of  ascertain- 
ing the  standards  of  licensure  applied  in  all 
foreign  countries,  and  of  deciding  whether 
those  standards  may  be  accepted  as  equiv- 
alent to  those  which  New  Jersey  imposes  or 
to  those  of  other  states  whose  licenses  New 
Jersey  accepts  on  a basis  of  reciprocity. 


*A-315  —To  authorize  the  Commissioner  of  Instilu- 
tions  and  Agencies  to  establish  a program 
for  trcalment  of  rehabilitation  of  drug  ad- 
dicts who  are  inmates  of  correctional  in- 
stitutions and  to  retpiire  freeholders  to  put 
such  into  effect  in  jails,  workhouses,  and  pen- 
ilenliaries  of  their  counties.  NO  ACTION 

*.A-317  — 1 o require  motor  vehicle  license  applicants 
to  submit  to  eye  examinations  and  once  ev- 
ery four  years  thereafter.  DISAPPROVED, 
because  the  Society  has  approved  .Assembly 
Bill  No.  303  as  a simpler  and  more  prac- 
ticable measure,  particularly  since  it  calls 
for  re-examinations  at  six  instead  of  four 
year  intervals. 

•.A-329  — Fo  retiuire  written  consent  of  a parent  of  a 
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present  discretionary  powers  of  the  Board  to 
act  on  the  basis  of  objective  evidence  and 
would  impose  an  obligation  to  make  sub- 
jective judgments  as  to  what  constitutes 
“proof”,  “reputable  practice”,  and  “conceded 
eminence  and  authority  in  his  profession.” 

•A-351  —To  provide  for  granting  an  applicant  a li- 
cense to  practice  medicine  and  surgery  upon 
proving  that  he  was  examined  and  licensed 
by  the  appropriate  body  of  any  foreign 
country.  DISAPPROVED,  because  it  would 
circumvent  the  orderly  and  dependable  pro- 
cedure for  licensing  of  physicians  adopted 
by  the  State  of  New  Jersey  as  a means  of 
protecting  the  public  against  unqualified 
practitioners.  It  would  impose  upon  the 
State  Board  of  Medical  Examiners  the  al- 
most impossible  responsibility  of  ascertaining 
the  standards  of  licensure  applied  in  all 
foreign  countries,  and  of  deciding  whether 
those  standards  may  be  accepted  as  equiv- 
alent to  those  which  New  Jersey  imposes  or 
to  those  of  other  states  whose  licenses  New 
Jersey  accepts  on  a basis  of  reciprocity. 

A-356  —To  permit  a person  related  to  one  believed 
to  be  a narcotic  addict  to  petition  the  court 
requesting  such  person  be  admitted  to  a 
hospital  for  treatment  of  his  addiction.  AP- 
PROVED 

A-359  —To  require  each  district  and  regional  board 
of  education  to  appoint  an  advisory  commit- 
tee on  narcotics  for  each  high  school  in  its 
district.  APPROVED 

•A-361  —To  authorize  the  Board  of  Medical  Exam- 
iners to  grant  employees  of  a municipal  hos- 
pital who  hold  M.D.  or  D.O.  degrees  an  ex- 
emption from  the  licensing  requirements  of 
the  act  concerning  licensing  of  physicians. 
DISAPPROVED,  because  MSNJ  feels  that  it 
is  contrary  to  the  public  interest  to  entrust 
patients  to  the  care  of  unlicensed  physicians 
other  than  interns  and  residents  in  approved 
training  programs. 

A-365  —To  authorize  the  Department  of  Institu- 
tions and  Agencies  to  purchase  residential 
care  and  treatment  for  mental  patients  in 
existing  non-State  facilities.  APPROVED 

•A-394  —To  provide  for  consent  by  minors  to  treat- 
ment for  mental  illness.  DISAPPROVED,  be- 
cause the  bill,  as  written,  is  inherently  un- 
sound in  that  it  calls  for  reliable  judgment 
from  an  individual  who  by  definition  is  in- 
capable of  rendering  the  same. 

•A-398  —To  prescribe  that  certain  publications,  list- 
ings, or  communications  shall  not  be  deemed 
advertising  by  podiatrists,  physicians,  sur- 
geons, chiropractors,  and  psychologists.  AC- 
TIVE SUPPORT 

•A-402  —To  provide  for  licensing,  inspection  and 
regulation  of  maternity  homes  and  similar 
type  facilities  and  to  permit  nursing  home 
corporations  to  operate  without  requiring 
stockholders  and  directors  to  be  residents  of 
the  State.  APPROVED 

A-415  —To  appropriate  $250,000  to  the  Department 
of  Health  for  a chronic  renal  kidney  disease 
program.  APPROVED 


*A-419  —To  provide  for  eye  examinations  of  every 
child  enrolled  in  the  kindergarten  class  and 
to  permit  boards  of  education  to  authorize 
examinations  for  pupils  in  other  grade  lev- 
els. DISAPPROVED,  because  the  school  phy- 
sician already  has  the  obligation  to  screen 
for  physical  defects,  including  impairment  of 
vision.  The  additional  requirement  of  an 
optometrist  or  a physician  licensed  to  prac- 
tice medicine  in  the  State  of  New  Jersey 
would,  in  consequence,  be  an  unjustifiable 
and  expensive  redundancy. 

A-420  —To  establish  a program  for  hemophilia  in 
the  Department  of  Health.  APPROVED 

A-423  —To  direct  the  Board  of  Education  to  require 
immunization  of  all  pupils  against  rubella 
as  a condition  for  entrance  to  kindergarten 
and  grades  one  through  four.  DISAP- 
PROVED, because  under  certain  circum- 
stances immunization  against  rubella  is  con- 
traindicated. 

•A-427  —To  permit  boards  of  education  to  provide 
sex  education  for  grades  7 through  12.  DIS- 
APPROVED, because  sex  programs  should 
not  be  prohibited  for  pupils  below  the  7th 
grade,  provided  the  programs  and  teachers 
are  carefully  screened  and  approved  and 
parental  approval  is  given. 

A-433  —To  provide  that  the  Commissioner  of  En- 
vironmental Protection  shall  formulate  rules 
and  regulations  concerning  the  labeling  and 
prohibiting,  conditioning,  and  controlling  the 
sale  of  cleaning  agents  whose  use  may  tend 
to  cause  adverse  affects  on  man  or  the  en- 
vironment. ACTION  DEFERRED,  pending 
further  information  from  the  Committee  on 
Environmental  Health. 

A-446  —To  eliminate  the  requirement  for  a post 
mortem  examination  where  death  occurs 
within  24  hours  after  admission  to  a hos- 
pital or  institution.  ACTION  DEFERRED, 
until  a copy  of  the  bill  is  available. 

A-455  —To  include  any  association  created  for  the 
purpose  of  protecting  animals  under  the  act 
concerning  the  New  Jersey  Society  for  the 
Prevention  of  Cruelty  to  Animals.  DISAP- 
PROVED because  there  is  no  evidence  that 
existing  statutes  protecting  dumb  animals 
from  cruelty  are  now  being  flagrantly  vio- 
lated or  that  the  SPC.‘\  has  failed— or  is 
failing— to  perform  its  responsibilities  in  en- 
forcing those  statutes. 

A-463  —To  require  all  persons  riding  in  the  front 
seat  of  an  automobile  manufactured  after 
1 July  1966  to  wear  seat  safety  belts.  DISAP- 
PROVED, because  there  are  certain  medical 
conditions  in  which  the  wearing  of  seat 
belts  is  contraindicated. 

A-514  —To  provide  for  the  regulation  of  clinical 
laboratories  in  the  New  Jersey  Clinical  Lab- 
oratory Improvement  .Act.  ACTION  DE- 
FERRED, pending  further  information  from 
the  New  Jersey  Society  of  Pathologists. 

A-323  —To  require  school  buses  to  provide  seat 
belts  and  protective  padding  for  every  seat. 
APPROVED 
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A-539  —To  provide  under  the  Air  Pollution  Control 
Act  that  noise  shall  be  considered  an  air 
contaminant  and  at  a level  greater  than  108 
perceived  noise  decibels  shall  be  a prima  facie 
evidence  of  air  pollution.  ACTION  DE- 
FERRED, pending  further  information  from 
the  Committee  on  Environmental  Health. 

A-549  —To  require  labeling  of  frozen  food  that  has 
been  thawed.  APPROVED 

A-571  —To  provide  for  the  mandatory  civil  com- 
mitment of  drug  addicts  and  to  establish  a 
procedure  therefor.  APPROVED 

A-608  —To  provide  that  any  condition  or  impair- 
ment of  health  to  a uniformed  member  of  a 
paid  fire  department  caused  by  hypertension, 
heart  disease  or  tuberculosis  shall  be  deemed 
to  be  an  occupational  disease.  DISAP- 
PROVED, because  it  involves  diagnosis  by 
legislative  enactment  rather  than  by  medical 
investigation. 

ACR-3  —To  create  a commission  to  inquire  into  the 
condition  of  the  nursing  homes  and  the  per- 
sonal care  facilities  for  the  aged.  ACCEPTED 
AS  INFORMATIONAL 

AJR-6  —To  designate  the  week  of  March  5-11,  1972 
as  Nurse  Education  Week.  ACCEPTED  AS 
INFORMATIONAL 

ACR-28— To  create  a commission  to  study  the  use  of, 
sources  of  and  addiction  to  narcotic  and  hal- 
lucenogenic  drugs  in  colleges,  universities  and 
high  schools.  ACCEPTED  AS  INFORMA- 
TIONAL 

ACR-31— To  reconstitute  the  legislative  commission 
to  study  the  revision  of  child  abuse  laws. 
ACCEPTED  AS  INFORMATIONAL 

3.  Proposed  State  Legislation  . . . Approved 
for  introduction  in  the  1972-1973  Legislature 
a bill  on  fluoridation  (to  authorize  the  in- 
clusion in  the  State  Sanitary  Code  a require- 
ment for  the  fluoridation  of  certain  public 
water  supplies)  and  a bill  on  limitation  of 
licensure  of  health  care  providers  (to  re- 
quire that  an  applicant  for  licensure  to  prac- 
tice any  of  the  branches  of  the  healing  arts 
shall  be  eligible  only  if  he  is  a graduate  of  a 
professional  college  accredited  by  an  accredit- 
ing agency  recognized  and  approved  by  the 
National  Commission  on  Accrediting  and  the 
United  States  Office  of  Education,  DMEVV. 

Council  on  Mental  Health  . . . Approved  as 
amended  the  report  of  the  Eebruary  2nd  meet- 
ing of  the  Council  on  Mental  Health,  includ- 
ing the  following  recommendations: 

Separate  Department  of  Mental  Health 

1.  That  the  Board  of  Trustees  convey  to  Mr.  Clifford, 
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the  new  Commissioner  of  Institutions  and  Agencies, 
MSNJ’s  desire  to  arrange  a personal  meeting  with  him 
to  discuss  the  present  State  mental  health  system;  and 

2.  That  the  Board  consider  the  appointment  of  a 
special  task  force  to  work  towards  the  accomplishment 
of  this  end. 

Note:  The  Board  directed  that  the  task  force  be  com- 
posed of  five  members,  three  to  be  appointed  by  the 
President  and  two  to  be  appointed  by  the  Chairman 
of  the  Council  on  Mental  Health. 

Public  Law  ,9i-(5i(5-provides  for  availability  of  fed- 
eral funds  for  treatment  and  control  of  alcoholics. 

3.  That  the  Board  of  Trustees  of  MSNJ  send  a letter 
to  Mr.  William  Chamberlain,  Coordinator,  Alcoholism 
Program,  New  Jersey  Department  of  Health,  with  cop- 
ies to  Governor  Cahill  and  to  the  Commissioner  of 
Health,  recommending  the  recognition  of  alcoholism 
as  a chronic  disease  and  urging; 

a.  A greater  expenditure  of  State  funds  for  the  de- 
tection and  control  of  alcoholism,  since  a substantial 
percentage  of  all  general  admissions  are  estimated  to 
be  alcohol-related;  (Italics  indicate  Board  amendment) 

b.  The  need  for  establishment  statewide  of  alcoholism 
detection  clinics  calculated  to  detect  and  aid  the  prob- 
lem drinker  before  the  development  of  overt  alcohol- 
ism; (Italics  indicate  Board  amendment) 

c.  The  need  for  the  establishment  of  half-way  houses 
for  rehabilitation  programs  and  the  involvement  of 
other  groups,  such  as  Alcoholics  .Anonymous,  in  such 
programs; 

d.  The  necessity  to  establish  and  expand  separate  al- 
coholism facilities  in  each  public  psychiatric  hospital 
and  to  insist  on  after-care  clinic  affiliations  and  refer- 
rals; 

e.  That  all  general  hospitals  actually  admit  alcoholics. 


Representation  at  Board  Meetings — 


4.  That  the  Chairman  or  his  designated  representative 
from  the  Council  on  Mental  Health  he  invited  to  at- 
tend meetings  of  the  Board  of  rrustees  at  which 
Councirs  reports  arc  to  be  considertxl. 

Eye  Health  Screening  Program  . . . Received  a 
rejjort  ou  the  resulls  of  the  1!>71  eye  liealtli 
screening  program  wlikh  revealed  that  12,181 
were  screeueil  in  8(i  ceniers  in  Ntuv  Jei'sey, 
showing  ,6,312  positive  results  ami  ,'>20  tono- 
metrv  suspects — follow-up  liom  the  C.ommis- 
sioii  for  the  Uliiid  iiulicated  19  positive  gl.tu- 
coiuas  ami  7 possible  glauc(HU;is. 

. . . Approved  a n'couunemlatioii  that  the 
Eye  Health  Screening  I’logrtun  be  condncied 
in  1972  tluring  the  week  of  September  11, 
1972. 
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Committee  on  Conservation  of  Vision,  Hear- 
ing, and  Speech  . . . Approved  the  following 
recommendation  from  the  Committee  on 
Conservation  of  Vision,  Hearing,  and  Speech: 

That  MSNJ  invite  the  President  and  President-Elect 
of  the  New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology  to  serve  as  Consultants  to  the  Special 
Committee  on  Conservation  of  Vision,  Hearing,  and 
Speech. 

Environmental  Health  . . . Approved  the  fol- 
lowing recommendation  from  the  Committee 
on  Environmental  Health: 

That  the  Council’s  (Council  on  Public  Health) 
budgeted  $300  for  annual  meeting  expenses  be  allotted 
to  the  Special  Committee  on  Environmental  Health 
to  cover  exhibit  expenses  for  the  1972  Annual  Meet- 
ing. 

Immunization  . . . Approved  the  follow- 
ing recommendation  from  the  Council  on 
Public  Health: 

That  MSNJ  write  a letter  to  the  Public  Health  Coun- 
cil of  the  New  Jersey  Department  of  Health,  approv- 
ing legislation  transferring  mandatory  immunization 
to  the  New  Jersey  Sanitary  Code  and  making  immuni- 
zation requirements  uniform  for  the  local  school 
boards  throughout  the  State. 

- Council  on  Public  Relations  . . . Approved 
the  following  recommendation  from  the 
Council  on  Public  Relations  which  resulted 
from  the  Council’s  consideration  of  Resolu- 
tions ^7  and  :^22  from  the  1971  House  of 
Delegates  concerning  the  expansion  of  public 
relations  activities  through  engagement  of 
outside  professional  public  relations  assis- 
tance: 


1.  That  the  Board  of  Trustees  engage  Mr.  Edward 
Meara,  of  Daniel  Edward,  Incorporated,  to  serve  in 
the  dual  role  of  Legislative  and  Public  Relations 
Counsel,  on  the  basis  of  a monthly  retainer  plus  fee 
for  service  compensation  for  extra  assignments;  and 

2.  That  his  initial  engagement  be  from  1 March 
through  31  May  of  this  administrative  year,  with  first 
emphasis  to  be  placed  on  the  improvement  of  PR 
activities  at  the  206th  Annual  Meeting. 

Committee  on  Publication  . . . Approved  the 
report  of  the  January'  18  meeting  of  the  Com- 
mittee on  Publication,  including  the  following 
recommendations: 

1.  That  llie  advertising  rates  for  full  and  half-page 
advertisements  in  The  Journal,  MSNJ,  be  increasetl 


by  15  per  cent,  effective  as  existing  contracts  expire. 
(This  will  not  reflect  a noticeable  increase  in  income 
until  January  1973,  since  most  advertising  contracts 
were  signed  as  of  January  1972.) 

2.  That  the  yearly  subscription  rate  for  The  Journal 
be  increased  to  $7  and  that  the  charge  for  single 
copies  be  increased  to  $1,  effective  immediately. 

3.  That  the  commission  payable  to  the  Advertising 
Manager  for  The  Journal,  MSNJ,  be  increased  to  15 
per  cent  of  net  SMJAB  receipts,  effective  immediately. 

4.  That  The  Medical  Society  of  New  Jersey  accept  the 
price  increase  requested  by  Hughes  Corporation  (7.7 
per  cent  for  composition,  8.1  per  cent  for  presswork, 
and  12.1  per  cent  for  bindery)  , and  that  at  the  end 
of  the  present  contract  MSNJ  put  the  cost  of  printing 
The  Journal  out  for  bids,  as  was  done  two  years  ago, 
when  Hughes  proved  to  be  low  bidder  by  a consider- 
able margin. 

Emergency  Medical  Identification  . . . Ap- 
proved a recommendation  from  the  Commit- 
tee on  Emergency  Medical  Care  that  IVfSNJ 
send  a letter  to  specified  agencies,  companies, 
organizations,  and  the  membership  stating 
that  The  Medical  Society  of  New  Jersey,  in 
cooperation  with  the  Division  of  Emergency 
Health  Services  (USPHS)  is  undertaking  a 
statewide  program  to  inform  the  citizens  of 
New  Jersey  of  the  urgent  necessity  for  emer- 
gency medical  identification.  (Eranked  en- 
velopes will  be  made  available  to  MSNJ  for 
mailing  such  a letter,  and  accompanving  litera- 
ture, by  the  Division  of  Emergency  Health 
Services.) 

Emergency  Telephones  on  Highways  . . . .\p- 
proved  the  following  recommendation  from 
the  Committee  on  Emergency  Medical  Care: 

That  the  Board  of  Trustees  of  M.SNJ  recommend  to 
the  State  Department  of  Transportation  and  the  New 
Jersey  Bell  Telephone  Company  that  emergency  tele- 
phones be  installed  on  major  highways  and  thorough- 
fares. 

Ad  Hoc  Committee  on  Emergency  Medical 
Care  . . . .Approved  the  following  recommenda- 
tion from  the  Committee  on  Emergency  Medi- 
cal Care: 

1.  That  the  Board  of  Trustees  authorize  the  forma- 
tion of  an  Ad  Hoc  Interagency  Committee  on  Emer- 
gency Medical  Care  with  the  members  consisting  of  a 
representative  and  alternate  from  MSNJ.  New  Jersey 
Chapter  of  the  Trauma  Committee  of  the  .American 
College  of  Surgeons,  New  Jersey  State  Health  Depart- 
ment, New  Jersey  Chapter  of  the  .American  College  of 
Emergenev  Physicians.  New  Jersey  Chapter  of  the 
.American  College  of  Physicians,  the  .American  Academy 
of  Family  Physicians,  the  Sew  Jersey  Orthopaedic 
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Society,  and  the  Division  of  Emergency  Health  Serv- 
ices, USPHS,  Region  II.  (Italics  indicate  Board  amend- 
ment.) 

2.  That  MSNJ,  being  the  parent  organization,  issue 
letters  to  the  respective  organizations  requesting  their 
approval  and  if  all  organizations  are  in  agreement,  a 
luncheon  meeting  be  held  soon,  possibly  by  1 March. 
Expenses  of  this  first  meeting  and  luncheon  to  be  borne 
from  the  budget  of  the  Committee  on  Emergency 
Medical  Care. 

Ad  Hoc  Committee  to  Evaluate  LeHslative 

O 

Solution  to  Professional  Liability  . . . Ap- 
proved the  report  of  the  February  6th  meet- 
ing of  the  Ad  Hoc  Committee  to  Evaluate 
Legislative  Solutions  to  Professional  Liability, 
including  the  following  recommendation: 

That  the  Board  of  Trustees  transmit  to  the  Council 
on  Legislation  drafts  1 through  7 (listed  below)  with 
the  direction  that  they  are  to  be  given  equal  priority 
and  are  proposed  for  immediate  introduction  in  ac- 
cordance with  the  Council’s  established  procedure. 

1.  An  Act  imposing  a SIOO.OOO  limit  on  the  amount 
which  may  be  awarded  in  a “medical  malpractice  ac- 
tion’’ and  defining  that  term. 

2.  An  Act  relating  to  confidentiality  of  information  and 
data  secured  by  and  in  the  possession  of  committees 
having  as  their  purpose  the  improvement  of  the  qual- 
ity of  health  care  services  rendered  in  hospitals  and 
elsewhere. 

3.  An  Act  concerning  emergency  care  and  amending 
Section  1 of  Chapter  254  of  the  Laws  of  1968  (C. 
2A:62A-1) . 

4.  An  Act  concerning  the  rendering  of  emergency 
care  or  assistance  by  physicians  or  surgeons. 

5.  An  Act  concerning  malpractice  suits  and  providing 
for  the  posting  of  a bond  under  certain  circumstances. 

6.  An  Act  prescribing  the  time  within  which  actions 
to  recover  damages  for  injuries  arising  from  services 
rendered  by  a physician  or  surgeon  shall  be  instituted. 

7.  An  Act  concerning  consent  to  medical  and  surgical 
treatment. 

Committee  on  Resolutions  . . . Named  the 
following  as  members  of  the  Committee  on 
Resolutions  which  was  established  by  the 
Board  of  Trustees,  upon  recommendation  of 
the  Committee  on  Anntial  Meeting,  at  its 
meeting  on  July  18,  1971:  Emanuel  M.  Sattil- 
sky,  M.l).  (chairman),  Nicholas  .\.  Bertha, 
M.D.,  and  John  E.  Kustrup,  M.D. 

Bids  for  Headquarters  Addition  . . . .\ppro\ed 
a recommendation  from  the  joint  meeting  ol 
the  Executive  Committee  aud  (iommittee  on 
House  Maintenance  that  the  lowest  bidders 


for  construction  of  the  addition  to  the  head- 
quarters building  be  awarded  the  contracts: — 
General  contractor — D.  Scott  Construction; 
plumbing  and  heating — William  F.  Hindley; 
electrical  contractor — Scott  Electrical. 

Neiu  Jersey  Medical  Advisory  Committee  to 
Selective  Service  . . . Directed  that  the  follow- 
ing names  be  forwarded  to  the  Chairman  of 
the  National  Advisory  Committee  to  the  Selec- 
tive Service  System  for  consideration  (until 
his  recent  death  Dr.  Jesse  McCall  had  served 
as  chairman  of  the  New  Jersey  Medical  Ad- 
visory Committee):  Joseph  R.  Jehl,  M.D., 
Clifton;  John  J.  Bedrick,  M.D.,  Bayonne;  and 
Isaac  N.  Patterson,  M.D.,  Westville. 

AMA  Delegates  . . . Noted  that  with  the  death 
of  Dr.  Jesse  McCall  the  number  of  AM.\ 
Delegates  was  reduced  to  our  allotted  six  (see 
March  1972  issue  of  The  Jotirnal,  j).  261). 

. . . .-Vccepted  the  resignation  of  Jerome  CL 
Kaufman,  M.D.,  as  AMA  Delegate  and  directed 
that  a letter  be  sent  to  him  conveving  the  So- 
ciety’s indebtedness  for  his  many  services. 

. . . Elected,  from  the  list  of  Alternate  Dele- 
gates to  the  AMA,  George  L.  Benz,  M.D.  to 
fill  the  unexpired  term  of  Dr.  Kaufman,  and 
by  so  doing  reduced  the  number  of  incumbent 
AMA  Alternate  Delegates  to  six,  as  required. 

Council/Committee  Reftresentalion  al  Board 
Meetings  . . . .Approved  the  suggesiiou,  ;uul 
authorized  its  implemenlatiou,  that  when  a 
council  or  committee  is  submitting  a report 
to  the  Board  of  drustees,  the  (hairman  or 
vice-chairman  of  that  body  be  in\ited  to  at- 
tend the  Board  meeting  in  onler  to  .mswer 
any  (juestions  that  might  ari.se. 


March  19,  1972 

I Iead(iuarlers  Addiliott  . . . (Miuuried  in  the 
action  of  the  Execulixe  and  House  M.iinte- 
uaiue  Committees  th;it  lliete  xras  no  ie;tson  to 
ask  the  Boanl  of  Fiusiees  to  re(()UNider  its 
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action  of  February  27th  (recorded  on  p.  469) 
in  accepting  the  recommendation  of  the  afore- 
mentioned Committees  for  awarding  contracts 
for  construction  of  the  addition  to  MSNJ 
headquarters. 

The  preceding  action  resulted  from  a meeting 
of  these  two  Committees  on  March  2,  in  re- 
sponse to  a telegram  from  the  Union  County 
Medical  Society  registering  its  opposition  to 
the  Board’s  approval  of  contracts  for  such 
renovations  and  urging  that  negotiations 
cease  until  the  House  of  Delegates  considers 
the  project.  The  Committees  issued  to  the 
members  of  the  Board  of  Trustees  and  to  the 
County  Societies  a summary  report  chroni- 
cling the  constitutional  propriety  and  de- 
velopment of  the  project  for  expansion  of  the 
Society’s  headquarters  from  its  inception  at 
the  June  19,  1966  Board  meeting  to  the  unan- 
imous action  of  the  Board  on  February  27, 
1972. 

. . . Approved  the  report  of  Legal  Counsel 
that  he  had  reviewed  the  contracts  of  D.  Scott 
Construction,  William  F.  Hindley,  and  Scott 
Electrical  for  the  expansion  of  the  Executive 
Offices  and  found  them  to  be  in  order. 

. . . Directed  that  the  foregoing  contracts  be 
executed  by  the  proper  officials  of  the  Society. 

New  Jersey  Medical  Advisory  Committee  to 
Selective  Semice  . . . Directed  that  the  name  of 
Charles  L.  Cunniff,  M.D.,  be  forwarded  to  the 
Chairman  of  the  National  Advisory  Commit- 
tee to  the  Selective  Service  System  for  consid- 
eration as  the  successor  to  the  late  Jesse 
McCall,  M.D.,  former  Chairman  of  the  New 
Jersey  Medical  Advisory  Committee.  The 
names  of  the  physicians  previously  nominated 
by  the  Board  were  withdrawn  when  notibca- 
tion  was  received  that  the  age  limit  is  55. 

School  Placement  of  Emotionally  III  and  So- 
cially Maladjusted  Child  . . . Approved  the 
report  of  the  Council  on  Mental  Health 
which  contained  the  following  recommenda- 
tion from  the  Committee  on  Emotional  Disor- 
ders of  Childhood  and  Adolescence: 


That  the  statement  on  “Placement  of  the  Emotionally 
111  and  Socially  Maladjusted  Child  in  the  School  Sys- 
tem” he  submitted  to  the  Editor  of  The  Journal  for 
publication.  (See  page  479,  this  issue.) 

Separate  Department  of  Mental  Health  . . . 
Noted  that  Robert  S.  Garber,  M.D.,  and  Mar- 
tin H.  Weinberg,  M.D.,  had  been  appointed 
by  the  Chairman  of  the  Council  on  Mental 
Health  as  members  of  the  special  task  force  to 
discuss  the  present  State  mental  health  system 
with  the  Commissioner  of  Institutions  and 
Agencies. 

Medical  Defense  and  Insurance  . . . Concurred 
in  the  action  of  the  Committee  on  Medical 
Defense  and  Insurance  in  disapproving  the 
issuance  of  professional  liability  insurance  to 
Ray-Trex  or  any  other  “service  corporation.” 
The  Committee  had  had  a request  from  Shar- 
lin  Radiological  Associates  of  Hackensack  for 
liability  insurance  for  their  subsidiary,  Ray- 
Trex,  a service  corporation  owned  by  four 
physicians  who  practice  as  a professional  cor- 
poration. It  was  noted  that  there  is  no  re- 
quirement prohibiting  the  transference  of 
Ray-Trex  shares  to  individuals  other  than 
physicians,  nor  is  there  any  limitation  on  the 
business  activities  of  Ray-Trex  Corporation. 

. . . Accepted  the  resignation  of  William  J. 
D’Elia,  M.D.  as  a member  of  the  Committee 
on  Medical  Defense  and  Insurance,  effective 
May  6,  1972,  and  voted  to  commend  him  for 
his  service  on  the  Committee  in  behalf  of  the 
Society. 

Medical  Student  Loan  . . . Approved  the  re- 
port and  following  recommendations  of  the 
March  1st  telephone  conference  of  the  Com- 
mittee on  Medical  Student  Loan  Fund,  which 
was  held  in  response  to  a communication  from 
Mr.  Samuel  Landis,  Chairman  of  the  Medical 
Opportunities  Fund  of  the  College  of  Medi- 
cine and  Dentistrv  of  New  Jersey,  requesting 
that  the  Board  consider  placing  a proposal 
before  the  House  of  Delegates  for  a $10  assess- 
ment to  provide  loan  and  scholarship  funds 
for  needy  students,  through  the  above- 
mentioned  fund.  It  was  agreed  by  the  Com- 
mittee that  this  did  not  fall  within  its  pur- 
view, and  tliat  a request  for  a special  assess- 
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ment  could  be  brought  before  the  House  of 
Delegates  by  means  of  a resolution  from  any 
component  society. 

(1)  That  since  the  Society  already  has  a Medical 
Student  Loan  Fund  established  and  in  operation  for 
over  fifteen  years,  detailed  information  on  the  Medical 
Student  Loan  Fund  be  supplied  to  Mr.  Landis;  and 

(2)  That  if  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  decides  to  launch  a campaign  to  establish 
a separate  fund  which  it  would  administer  and  control, 
MSNJ  offer  to  address  envelopes,  without  expense,  to 
all  Society  members. 

Physicians’  Relief  Fund  . . . Approved,  as 
amended,  the  report  of  the  February  3rd 
meeting  of  the  Committee  on  Physicians’  Re- 
lief Fund,  including  the  following  recommen- 
dation: 

'Fhat  the  Board  of  Trustees  approve  the  adoption 
of  the  proposed  Rules,  Manual,  and  Application  Form 
of  the  Physicians’  Relief  Fund. 

Note:  Copies  have  been  distributed  to  the  County  So- 
cieties and  are  on  file  in  the  Executive  Office. 

Project  Hope /Vietnam  . . . Agreed  to  adopt 
the  following  regulations  for  future  Project 
Hope/Vietnam  fellowships: 

1.  That  nonnally  an  individual  should  apply  for  tlie 
grant  before  he  enters  upon  the  service,  but  that  the 
actual  payment  of  the  grant  should  be  made  after  the 
service  has  been  completed.  In  exceptional  circum- 
stances, under  which  the  physician  who  entered  upon 
the  service  would  suffer  financial  hardship,  prepayment 
of  the  grant  should  be  made  at  the  discretion  of  the 
Special  Committee  on  Project  Nope  and  Vietnam,  xvilh 
the  concurrence  of  tlic  Hoard  of  Fruslecs.  (Italics 
indicate  amendment  by  tlie  Board  of  I’rnstees.) 

2.  That  an  individual  should  be  eligible  to  receive  (he 
grant  only  once  in  any  one  year. 

Academy  of  Medicine  of  Nexv  Jersey  . . . Re- 
ceived a report  from  Sherman  Garrison,  M.D., 
President  of  the  .\cademy  of  Medicine  of  New 
Jersey,  concerning  the  future  plans  of  tlie 
Academy  in  reference  to  location  and  contin- 
uing relationships  with  MSNJ,  the  CMDNJ, 
and  the  various  specialty  societies,  and  com- 
mended him  for  his  effective  leadership  of  the 
Academy. 

Conferetice  of  Presidents  of  Com ponetil  Socie- 
ties . . . Met  with  28  rejiresentatives  of  19  com- 
ponent societies  and  discussed  the  following 
items  of  significance:  (1)  a physicians’  union, 
(2)  current  status  of  HMO’s  in  New  York,  (3) 
revisions  in  Medical  Practice  Act,  (4)  the 


purpose  of  associate  membership — to  serve  a 
probationary  period,  (5)  delegates  to  MSNJ 
House — do  not  have  to  be  members  of  the 
AMA,  (6)  medical-legal  agreements  between 
county  medical  societies  and  county  bar  asso- 
ciations, (7)  comprehensive  health  planning — 
Mr.  Joseph  Kale,  Acting  Director  of  Compre- 
hensive Planning,  addressed  the  meeting,  an- 
swered questions,  and  distributed  informa- 
tional material,  (8)  liability  insui'ance,  (9) 
difficulties  in  providing  appropriate  institu- 
tional care  for  medical  patients  in  view  of 
denials  of  payment  for  such  care,  (10)  a di- 
rector for  the  Division  of  Drug  Control  in  the 
Department  of  Health,  (11)  phase  II  of  the 
economic  regulations,  (12)  peer  review,  (13) 
premarital  examinations,  (14)  credential  pro- 
cedures to  permit  applicants  to  be  aware  of 
their  acceptance  or  rejection  to  membership 
within  four  months  of  application,  (15)  estab- 
lishment of  an  educational  program  for  the 
foundation  of  HMO’s  in  New  Jersey,  (16) 
podiatrists  as  part  of  team  physicians  for 
athletes,  (17)  adeipiate  representation  in  the 
legislature,  and  (18)  insurance  company  re- 
quirement for  mandatory  consultations  for 
patients. 

National  Health  Service  Corps  in  Nexuark  . . . 
Voted  provisional  approval  of  a plan  of  ac- 
tion for  llie  implementation  of  the  National 
Health  Services  Corps  in  Newark,  under  the 
Emergency  Flealth  I’ersonnel  -\ct  of  1970. 
This  provisional  approval  is  to  hecome  fidl 
approval  if  (as  is  anticipated)  Essex  County 
votes  formal  approval. 

Ad  Hoc  Committee  on  Foundatioti  Phninini^ 

. . . .Approved  the  establishment  of  an  .\d  Hoc 
Ckmnnittee  to  Stiuly  and  Make  Recommetula- 
lions  Concerning  tlic  Foundation  .Aiiproach 
to  Medical  Care  aiul  named  the  following 
physicians  to  serve  on  the  Committee: 

Ricli.Tnl  F.  1 ,ing.  M.D.,  I’.issaic.  r.hairmaii 
I.oiiis  F.  .Mbiiglit.  M.D.,  .Spring  Lake 
Ccorge  L,  Beiu.  M.D..  Newark 
William  [.  IVFlia,  M.D..  Neplmie  Ciiy 
Jamc.s  S.  Torlil,  M.D..  Ritlgewinxl 

Ad  Hoc  Commillee  for  Selection  of  Nominees 
for  I U.  I Councils  and  Com m ittees  . . . .\uthor- 
izeil  the  establisinneni  of  an  \d  Hoc  Com- 
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mittee  for  Selection  of  Nominees  for  AMA 
Councils  and  Committees  and  named  the  fol- 
lowing members: 

1st  District— Henry  J.  Mineur,  M.D.,  Cranford 
2nd  District— Vincent  H.  Gillson,  M.D.,  Teaneck 
3rd  District— William  H.  Coleman,  M.D.,  Trenton 
4th  District— Harold  L.  Colburn,  Jr.,  M.D.,  Moorestown 
5th  District— Nicholas  E.  Marchione,  M.D.,  Vineland 
President  (E.  Vernon  Davis,  M.D.,  Mount  Holly)  , Ex- 
Officio 

Chairman,  New  Jersey  Delegation  to  the  AMA  (Joseph 
P.  Donnelly,  M.D.,  Newark)  , Ex-Officio 

Note:  Doctors  Davis  and  Donnelly  are  serving  as  ex- 
officio  members  by  virtue  of  their  respective  offices. 

Attendance  of  AMA  Delegates  . . . Agreed  to 
rescind  its  previous  policy  dealing  with  MSNJ 
representation  at  AMA  annual  and  clinical 
conventions  and  to  authorize  the  attendance 
of  all  delegates  and  alternate  delegates  at  fu- 
ture meetings. 

. . . Authorized  the  following  to  attend  the 
AMA  Annual  Convention  June  18  to  22,  1972 
in  San  Francisco  and  the  AMA  Clinical  Con- 
vention November  26  to  29,  1972  in  Cincinna- 
ti, with  a per  diem  allowance  of  |50:  Pres- 
ident, President-Elect,  Executive  Director,  six 
regular  delegates  and  six  alternate  delegates. 

Jersey  City  Medical  Center — Application  un- 
der Ernergeticy  Health  Personnel  Act  of  1970 
. . . Voted  (on  the  basis  of  information  provided 
by  the  President  of  the  Hudson  County  Medi- 
cal Society  that  there  is  no  shortage  of  physi- 
cians in  Hudson  County,  particularly  in  Jer- 
sey City)  to  disapprove  the  request  of  the  Jer- 
sey City  Medical  Center  for  assignment,  under 
the  Emergency  Health  Personnel  Act  of  1970, 
of  corps  personnel  in  their  emergency  room. 

Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were  re- 
jjorted  to  the  Division  of  Preventable  Diseases 


during  March  1972: 

1972 

1971 

March 

March 

Aseptic  meningitis 

6 

10 

Encephalitis 

5 

1 

Primary 

2 

1 

Post  Infectious 

3 

0 

Hepatitis:  Total 

428 

317 

Infectious 

325 

255 

Serum 

103 

62 

Malaria:  Total 

1 

8 

Military 

0 

7 

Civilian 

0 

1 

Meningococcal  meningitis 

6 

11 

Mumps 

160 

289 

German  measles 

95 

72 

Measles 

150 

139 

Salmonella 

88 

27 

Shigella 

37 

20 

Gonorrhea 

The  U.S.  Public  Health  Service  announces 
recommendations  for  the  treatment  of  gonor- 
rhea. These  were  established  because  of  the 
slowly  increasing  resistance  of  the  gonococcus 
to  antibiotics.  It  is  hoped  that  these  rather 
large  doses  will  be  successful  in  treating  almost 
all  persons  with  uncomplicated  gonorrhea  and 
prevent  the  development  of  further  antibiotic 
resistance. 

Recommended  Treatment  Schedules — March 
1972 — Eor  Neisseria  gonorrhoeae  infection  the 
preferred  drug  is  penicillin  or  ampicillin. 
Physicians  are  cautioned  to  use  no  less  than 
the  recommended  doses  of  antibiotics. 

For  Treatment  of  Uncoinplicated  Gonorrhea 
(Urethral,  Cnuical,  Pharyngeal,  or  Rectal) — 

Paretitcral  (Men  or  Women) — Aqueous  pro- 
caine penicillin  G,  4.8  million  units  intramus- 
cularly divided  into  at  least  two  doses  and  in- 
jected at  different  sites  at  one  visit,  together 
with  1 Gram  of  oral  probenecid,  preferably 
given  at  least  30  minutes  prior  to  the  injec- 
tion, or 

Oral  (Men  or  Women) — Ampicillin,  3.5 
Grams,  with  probenecid,  1 Gram,  administered 
sinudtaneously. 

Treatment  of  Contacts — Patients  with  known 
exposure  to  gonorrhea  should  receive  the  same 
treatment  as  those  known  to  have  gonorrhea. 

IVhcnt  Penicillin  or  Ampicillin  is  Contraindi- 
cated, or  ]]Aien  the  Above  Schedules  are  In- 
effective— (allergy  to  penicillin,  ampicillin,  pro- 
benecid, or  previous  anaphylactic  reaction)  . 

Parenteral  (Men) — Spectinomycin,  2 Grams, 
in  one  intramuscular  injection,  (^Vomcn) — 
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Spectinomycin,  4 Grams,  in  one  intramuscular 
injection,  or 

Oral  (Men  or  Women) — Tetracycline  HCl, 
1.5  Grams  initially,  followed  by  0.5  Gram  four 
times  a day  for  four  days,  a total  dosage  of  9 
Grams.  Other  tetracyclines  are  not  more  ef- 
fective. 

Folloiu-up — Follow-up  urethral  cultures  should 
be  obtained  from  males  seven  days  after  com- 
pletion of  treatment;  cervical  and  rectal  cul- 
tures should  be  obtained  from  females  at 
seven  to  fourteen  days  after  completion  of 
treatment. 

Complications — Although  treatment  of  com- 
plications (gonococcal  salpingitis,  bacteremia, 
arthritis,  and  so/on)  must  be  individualized, 
repeated  large  parenteral  doses  of  aqueous 
crystalline  penicillin  G have  been  shown  to  be 
effective.  The  efficacy  of  alternate  antibiotic 
regimens  is  unproved.  Post-gonococcal  urethri- 
tis can  be  treated  with  tetracycline,  0.5  Gram, 
orally  four  times  a day  for  at  least  seven  days. 

Syphilis — All  gonorrhea  [patients  should  have 
a serologic  test  for  syphilis  at  the  time  of  diag- 
nosis. Patients  receiving  the  recommended 
jjarenteral  penicillin  schedule  need  not  have 
follow-up  serologic  tests  for  syphilis.  Patients 
treated  with  ampicillin,  spectinomycin,  or 
tetracycline  should  have  a follow-up  serologic 
test  for  syphilis  each  month  for  four  months  to 
detect  syphilis  that  may  have  been  masked  by 
treatment  for  gonorrhea. 

Patients  with  gonorrhea  who  also  have  syphilis 
should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

While  long-acting  forms  of  jrenicillin  (such  as 
benzathine  penicillin  G)  are  ellectivc  in 
syphilotherapy,  they  have  NO  place  in  the 
treatment  of  gonorrhea. 


Patronize  Our  Advertisers 


Medical  Women's  Notes 

The  New  Jersey  branch  of  the  American 
Medical  Women’s  Association  submitted  the 
following  resolutions  to  the  parent  organiza- 
tion in  December  1971: 

1.  AMWA  resolves  to  encourage  and  support  legisla- 
tion which  would  institute  more  stringent  controls 
over  proprietary  drug  advertisements  in  pidrlic  media. 

2.  AMWA  resolves  to  accept  all  qualified  members  re- 
gardless of  race  or  creed. 

3.  AMWA  resolves  that  branch  membership  be  req- 
uisite for  all  national  members. 

4.  AMWA  resolves  that  a rapid  pregnancy  test  be 
performed  prior  to  x-ray  e.xamination  on  all  women 
of  child-bearing  age. 


Dr.  Christine  Flaycock,  Assistant  Professor  of 
Surgery  at  the  College  of  Medicine  and  Den- 
tistry of  New  Jersey,  and  fidl  Colonel,  Ibiited 
States  Army  Reserves,  received  the  Outstand- 
ing Alumna  Award  (1971)  from  Bloomfield 
College  and  was  interviewed  in  conjunction 
with  the  award  on  Station  WFMF  Irom 
Rutgers,  discussing  “Roadblocks  for  ^V’omcn 
in  Surgery.’’ 


MD  Responsibility  for  Reporting 
Battered  Children 

Senate  Bill  717  has  been  signed  by  the  Gover- 
nor and  is  now  law.  I'liis  makes  it  mandatory 
for  the  physician  to  rcj)ort  to  the  i)rosccuior 
the  case  of  any  child  (under  age  IS)  where 
the  doctor  “has  reasonable  lause  to  susi)ect 
that  the  child  has  hail  serious  injiny  iullicted 
upoit  him  by  other  than  aciidental  means,  or 
whose  condition  gives  indication  ol  abuse  or 
malt reat ment .’’  I f t lie  i hild  is  iu  an  iiisi  it ut ion, 
the  report  may  be  made  “to  die  person  in 
charge  of  the  institution.’  1 he  ,u  i imposes 
penalties  lor  “willfully  failing  to  make  the 
report’’  and  it  also  immunizes  the  doctor  Irom 
legal  liabililN  for  making  suih  a report. 


I7.’l 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  viols  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  viols  containing  10  ml  when  reconstituted  with 
diluent. 

An  ominocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  hove  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male' 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®I972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask 
delay  the  symptoms  of  incubating  syphilis.  Patients  should 
carefully  examined  and  monthly  serological  follow-up  for 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  r 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  w 
otopic  individuals.  Clinical  effectiveness  should  be  monitored 
detect  evidence  of  development  of  resistance  of  N. gonorrhoea 

Adverse  reactions:  The  following  reactions  were  observ 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  si 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norn 
human  volunteers,  the  following  were  noted:  a decrease  in  herr 


liobicin* 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upforat  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ^'‘'Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 

failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  • 
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globin''  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 
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Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

A/lo/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  .treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Fema/e  — single  4 gram  dose  (10  ml)  intramuscularly. 


How  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Boclerio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  mi.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  meg 'ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  oddilional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  packoge  insert.  med  b t s iiwet 
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PUSH-BUnON 


in  RHEUMATOID  and  OSTEOARTHRITIS 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 


Ger-O-Foam  reduces  pain^  when  its  surface 
analgesic-anesthetic  foam  is  massaged  into  the 
skin.  This  relief  from  pain  facilitates  increased 
range  of  motion  in  joints  affected  by  rheumatoid 
or  osteoarthritis,  making  prescribed  exercise 
easier  to  perform.  With  Ger-O-Foam,  pain  relief 
occurs  in  minutes . . . lasts  for  hours. 


PRECAUTIONS:  Do  not  use  in  or  near  eyes,  on  open  wounds  or  mucous 
membranes.  Discontinue  if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  IV2  and  4 oz.  cans.  Approximately  125  applications 
in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pieasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


14^/7 ^/V/7 

WINTHROP  LABORATORIES 
NEW  YORK.  N.Y  10016 


Audb  News  Journal  Now 
Has  More  Scientific  News 

At  a New,  Low  Price 
of  $40P°  a Year. 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed;  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  STREET 
CHICAGO,  ILLINOIS  60610 

I would  like  to  order  a ONE  YEAR  subscription  to  AMA’s 
AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
for  $40.00. 

I prefer  my  tapes  to  be: 

□ Cassette 

□ 8-track  stereo  cartridge 


Name 

Address 

City State Zip 

Payment  must  accompany  order.  Prices  valid  in  U.S., 
U.S.  Possessions,  Canada  and  Mexico. 


Placement  of  the  "Emotionally  III"  and  "Socially 
Maladjusted"  Child  in  the  School  System 


To  aid  physicians  in  counseling  parents  of 
mentally  and  emotionally  ill  children,  the 
Special  Committee  on  Emotional  Disorders  of 
Childhood  and  Adolescence  presents  the  fol- 
lowing information. 

The  regulations  of  the  New  Jersey  Depart- 
ment of  Education  require  each  local  school 
district  to  identify  all  children  not  suitable 
for  regular  class  placement  and  to  provide 
placement  for  these  children  in  special  classes 
suitable  to  their  needs.  These  regulations  re- 
quire that  each  district  have  a Child  Study 
Team  basically  consisting  of  a psychologist, 
social  worker,  and  learning  disability  special- 
ist. The  basic  Child  Study  Team  examines 
children  referred  to  them  by  the  schools,  clas- 
sifies them,  and  prescribes  a program  of  in- 
struction. 

Among  the  types  of  children  to  l>e  so  ])laced 
are  those  classified  as  “emotionally  disturbed’’ 
and  as  “socially  maladjusted.”  Classification 
of  these  children  and  recommendations  for 
educational  programs  are  made  by  the  psychi- 
atrist trained  or  experienced  in  working  with 
children  and/or  by  the  school  physician.  If 
the  district  does  not  have  such  special  educa- 
tion classes,  it  must  place  the  child  in  a suit- 
able class  outside  the  district  and  jjrovide 
transportation  for  the  child  to  the  class.  A 
current  list  of  eligible  non-public  schools  ami 
public  schools  which  jjrovide  such  classes  can 
be  obtained  by  writing  to: 

I’aul  Paraclo,  Director 
Special  Education  Program  Development 
Division  of  C.nrricnlnm  and  Instruction 
New  Jersey  Department  of  Education 
22.5  West  State  Street 
Trenton,  New  Jersey  0852.5 

If  a parent  feels  that  his  child  is  placed  inap- 
propriately in  a regular  class  and/or  needs  a 
sjiecial  program,  the  parent  should  be  ad- 
vised to  take  his  concern  to  the  child’s  teach- 
er. Should  the  jiarent  feel  that  he  did  not 


obtain  a satisfactory  response,  he  may  apjieal 
in  through  the  following  in  the  order  listecL 

(1)  Local  Level 

(a)  Guidance  Counselor 

(b)  Local  Child  Study  Team 

(c)  Principal 

(2)  State  Level 

(a)  County  Child  Study  Team  Supervisor 
(c/o  County  Superintendent  of  Schools) 

(b)  Area  Coordinator  for  Special  Education 

(c)  Daniel  Ringelheim,  Ph.D. 

Deputy  Assistant  Commissioner 

Special  Education  and  Pupil  Personnel  Services 
New  Jersey  Department  of  Education 
Trenton,  New  Jersey  08625 

(d)  Carl  L.  Marhurger,  Ph.D. 

Commissioner  of  Education 

New  Jersey  Department  of  Eiiucation 
Trenton,  New  Jersey  08625 

Experience  has  shown  that  byjrassing  local 
school  personnel  with  a complaint  is  undesir- 
able. It  is  especially  imjjortaiit  to  obtain  the 
cooperation  of  the  principal  in  these  matters. 

The  Committee  recognizes  that  there  may  be 
some  variation  in  procedures  from  one  locali- 
ty to  the  next,  as  well  as  variation  in  interest 
and  cooperation  by  local  school  j)ersonnel. 
However,  it  has  been  assured  by  officials  of 
the  State  Dejjartment  of  Education  of  their 
interest  in  cooj)erating  with  physicians  in 
these  matters  and  of  their  determination  that 
the  letter  and  sjtirit  of  the  regulations  be  fol- 
lowed. 

The  Committee  also  recognizes  the  impor- 
tance of  physicians’  involvement  in  the  work 
of  the  Child  Study  Team  and  is  comerned 
about  the  lack  of  meaningful  involvement  of 
school  physicians  anil  psychiati  ists  in  the 
work  of  the.se  teams  iti  many  localities. 

.\  [xirallel  couise  of  action  is  available  to  the 
parents  of  children  impaired  phvsically  or 
mcntallv  by  other  causes,  who  reipiire  other 
tyj)cs  of  special  class  pkicement  (such  as,  lor 
the  hlind,  deaf.  etc.). 
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ANNOUNCEMENTS 


Seminar  for  Emergency  Physicians 

An  all-day  meeting  for  emergency  physicians 
(9  a.m.  to  5 p.m.)  has  been  scheduled  for 
Wednesday,  May  17,  at  the  Governor  Morris 
Inn  in  Morristown.  Topics  to  be  covered  in- 
clude pediatric  emergencies,  cardiopulmonary 
resuscitation,  emergency  problems  in  blood 
gases,  and  chest  injuries.  The  $20  fee  covers 
parking,  coffee  break,  luncheon,  banquet,  and 
a copy  of  the  printed  proceedings  of  the  en- 
tire colloquium.  For  more  details,  please  write 
to  Dr.  Herbert  P.  MacNeal,  7 Wyndmoor 
Drive,  Convent  Station,  New  Jersey  07961. 

Symposium  on  Learning  Disabilities 

May  19,  20,  and  21,  1972  have  been  set  aside 
for  a practical  symposium  on  children  with 
learning  disabilities.  The  colloquium  takes 
place  at  the  Rutgers  Medical  School  in  Piscat- 
away.  The  tuition  fee  of  $75  includes  lunch- 
eons. The  program  covers  classification,  pedia- 
tric assessment,  psychiatric  and  psychological 
evaluation,  educational  problems,  assessment 
of  hearing,  speech,  and  social  relationships, 
functional  and  organic  factors,  therapy,  and 
several  round  table  workshops.  For  a full  fac- 
ulty list  and  detailed  program,  write  to  Dr. 
Sheldon  N.  Feinberg,  98  Broadway,  Hillsdale, 
New  Jersey  07642.  The  agencies  sponsoring 
this  course  are  the  State  Department  of  Edu- 
cation, the  American  Academy  of  Pediatrics, 
the  Association  for  Children  with  Learning 
Disabilities,  and  Rutgers  Medical  School. 

Psychopharmacology  and  the 
Aging  Patient 

An  unusual  conference  on  the  use  of  psy- 
choactive drugs  among  the  elderly  will  be 
held  May  29,  30,  and  31,  at  the  Center  for  the 
Study  of  Aging  and  Human  Development, 
Duke  University,  Durham,  North  Carolina. 
For  further  information,  please  write  to  Mrs. 
Dorothy  Heyman,  Box  3003,  Duke  University 
Medical  Center,  Durham,  North  Carolina 
27710. 


Symposium  on 
Computer-Aided  Diagnosis 

An  all-day  (9  to  5:30)  symposium  on  comput- 
er-aided diagnosis  will  be  held  on  Wednesday, 
May  31,  at  The  Center  (150  Bleeker  Street, 
Newark)  of  the  Newark  College  of  Engineer- 
ing. The  program,  which  is  designed  to  stimu- 
late dialogue  between  physicians  and  en- 
gineers concerning  the  application  of  comput- 
ers in  diagnoses,  is  cosponsored  by  the  Insti- 
tute of  Electrical  and  Electronics  Engineers, 
MSNJ,  the  Newark  College  of  Engineering, 
and  CMDNJN.  Advance  registration  is  $25 
and  includes  luncheon.  Please  make  your 
check  payable  to  “NTSAC”  and  mail  to  Dr. 
Kenneth  Sohn,  Newark  College  of  Engineer- 
ing, 323  High  Street,  Newark  07102. 

Symposium  on  Crippled  Children 

The  Intercounty  Orthopaedic  Association  an- 
nounces an  all-day  meeting  at  the  State  Hos- 
pital for  Crippled  Children  in  Elizabethtown, 
Pennsylvania,  on  Saturday,  October  7.  Guest 
speakers  include  Albert  Ferguson,  Jr.,  M.D. 
— Dislocated  Hip  in  Children;  J.  Leonard 
Goldner,  M.D. — Congenital  Hand  Deformities 
and  Club  Feet  in  Children;  and  Anthony  Bi- 
anco, M.D. — Spondylolisthesis  and  Femoral 
Fractures  in  Children.  For  further  informa- 
tion, please  write  to  Jerome  M.  Cotier,  M.D., 
193  West  Commerce  Street,  Bridgeton,  New 
Jersey  08302. 

Medical  Hypnosis  Courses 

Columbia  University  announces  a basic 
course  in  medical  hypnosis  September  30 
through  November  18,  1972,  to  be  held  on 
Saturdays  10  a.m.  to  5 p.m.  Tuition  is  $175. 
Also  available  is  a course  in  “Hypnosis  and 
Psychiatry”  on  Saturdays,  10  a.m.  to  5 p.m., 
January  6 through  January  27,  1973.  Fee  is 
$100.  For  more  details,  write  to  the  Associate 
Dean,  College  of  Physicians  and  Surgeons, 
630  West  168th  Street,  New  York  10032. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 


information,  including  exact  time  of  meetings, 

write  to 

the  society  or  hospital  listed. 

May 

Eye  Institute,  Newark 

11 

Burlington  County  Memorial  Hospital 

Detecting  Glaucoma 

Mount  Holly 

Zollinger-Ellison  Syndrome 

25 

Burlington  County  Memorial  Hospital 
Mount  Holly 

11 

Fair  Oaks  Hospital 

Anticoagulants  and  Fibrinolytic  Agents 

Summit 

Brain  Tumors 

25 

Aeademy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 

16 

Associated  Eye  Residencies  of 
New  Jersey 

Hospital  Center  at  Orange 

Interesting  x-rays  of  the  Month 

17 

Eye  Institute  of  New  Jersey,  Newark 

Proper  Eye  Charts  and  Determination  of  Visual 
Acuity 

Bergen  Pines  County  Hospital 

25 

Fair  Oaks  Hospital 
Summit 

Medical  Aspects  of  Drug  Abuse 

Paramus 

Malabsorption  Syndrome 

31 

Bergen  Pines  County  Hospital 
Paramus 

Emphysema 

17 

Academy  of  Medicine  of  New  Jersey 

and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Surgery  for  Coronary  Artery  Disease 

31 

Academy  of  Medicine  of  New  Jersey 
and  United  Hospitals  of  Newark 
Annex  Building  Newark 

Courtroom  Confrontation 

17 

New  Jersey  Committee  on  Trauma, 
American  College  of  Surgeons; 
American  College  of  Emergency 
Phys'cians;  New  Jersey  Hospital 

June 

(A  Geigy  Film) 

Associates;  USPHS 

Governor  Morris  Inn,  Morristown 

Seminar  for  Emergency  Department  Physicians 

7 

Bergen  Pines  County  Hospital 
Paramus 

Surgery  in  Coronary  Artery  Disease 

18 

Burlington  County  Memorial  Hospital 
Mount  Holly 
Drug  Interactions 

7 

Essex  County  Medical  Society  and 
New  Jersey  Coininiss^)ii  for  Blind 
Eye  Institute,  Newark 

18 

Academy  of  Medicine  of  New  Jersey 

Eye  Problems  in  Pediatrics 

Mayfair  Farms,  West  Orange 
Annual  Awards  Dinner 

8 

Fair  Oaks  Hospital 
Summit 

24 

Bergen  Pines  County  Hospital 

Psychiatric  Sociology 

Paramus 

Immunoglobulin  Disorders 

14 

Bergen  Pines  County  Hospital 
Piirainus 

24 

Academy  of  Medicine  of  New  Jersey 

Resident  .Staff  Progratn 

and  United  Hospitals  of  Newark 
Annex  Building,  Newark 

Colon  and  Rectal  Carcinoma 

21 

Bergen  Pines  County  Hospital 
Paramus 

Mouse  Staff  Graduation 

24 

Essex  County  Medical  Society  and 
New  Jersey  Commission  for  Blind 

22 

Fair  Oaks  Hospital 
Phvsiatry  Heliind  the  Irott  (airtaiu 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


"‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


LIPO-NICIN 


NICOTINIC 
ACID 
THERAPY 


RELEASES  NICOTINIC  ACID 
2 WAYS 


QUICKLY  o.  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE  GRADUAL  RELEASE 


NOT  TIMED 

LIPO-NICIN- /lOOmg. 

Each  blue  tablet  contains: 


Nicotinic  Acid too  mg 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (8-1)  . . 25  mg 
Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCI  (B-6) . . 10  mg. 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  BotllCS  ol  100, 
500.  1000. 


NOT  TIMED 

LIPO-NICINV250mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg. 

Thiamine  HCI  (8-1)  . . 25  mg 
Riboflavin  (B-2)  ......  2 mg 


Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100. 
500.  1000. 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN^/300mg. 

Each  capsule  contains. 

Nicotinic  Acid  300  mq 

Vitamin  C (Ascorbic  Acid)  ISO  mq 
Vita  B1  (Thiamine  MCI)..  25  mg 
Vitamin  B2  (Riboflavin)  . . 2 mq 

Pyridoxine  HCI  (B-6)  . . . ’ 10  mg 
DOSE:  1 to  2 capsules  daily 
AVAILABLE  Bottle  of  100,  1000 
In  ,1  special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  ol  6 to  hours. 


COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  (ollowed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  ra 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W B..  Jr.  — Inlervicvi  r' 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA.  Aug.  6,  1960.  Vol.  173,  No.  14.  P.  1S63. 


Write  lor  Literature  and  Samples 

The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angelos,  CalKornia  90057 


PDR 


J 


,LSO  PROVIDES  CONCOMITANT 

dm.nistraticn  of  the  listed  vitamins 


LETTER  TO 
THE  JOURNAL 


Pain  in  Methadone  Patients 

March  1,  1972 


Dear  Sir: 


cannot  be  counteracted  by  epinephrine  or 
similar  drugs.  Epinephrine  might  even  have  a 
paradoxical  effect  and  produce  an  increase  in 
hypotension.  The  drug  of  choice  to  coun- 
teract hypotension  occurring  in  connection 
with  Levoprome®  is  a vasopressor  such  as  le- 
varterenol  bitartrate  (Levophed* — Whnthrop). 
This  drug  comes  in  ampules  of  4 milliliters 
each.  For  details  of  dosage  and  administration 
see  instructions  by  Winthrop. 


Methotrimeprazine  (Levoprome®^ — Lederle)  is 
a strong  analgesic  which  belongs  chemically 
to  the  phenothiazine,  rather  than  the  opiate, 
family. 

On  theoretical  grounds  it,  therefore,  should 
be  fully  effective  in  methadone  maintenance 
of  patients  who  may  have  developed  tolerance 
to  analgesics  of  the  opiate  family,  rendering 
opiates  rather  ineffectual  in  instances  of 
severe  pain. 

Use  of  this  drug  requires  knowledge  of  its 
dangers  and  side  reactions.  Special  emphasis 
has  to  be  placed  on  its  tendency  to  produce 
pronounced  postural  hypotension  as  W'ell  as 
marked  sedation.  It  should  not  be  used  on 
ambulatory  patients.  It  is  also  important  to 
know  that  hypotension  produced  by  its  use 


Levoprome®  is  supplied  in  an  injectable  so- 
lution in  vials,  containing  20  milligrams  per 
milliliter.  For  further  details  see  the  .American 
Medical  Association’s  Drug  Evaluations,  First 
Edition,  Pages  N-128  to  N-130  and  the  Physi- 
cian’s Desk  Reference. 

(signed)  Hans  W.  Freymuth,  M.D. 


Widows  and  Orphans  Society 

Support  the  Society  for  Relief  of  Widows 
and  Orphans  of  Medical  Men  of  New 
Jersey.  Write  to  P.O.  Box  95,  Belleville, 
New  Jersey,  for  information. 


OBITUARIES 

Dr.  Kenneth  Brown 

One  of  central  New  Jersey’s  leading  obstetri- 
cians died  on  February  29,  1972.  With  the 
death  that  day  of  Kenneth  G.  Brown,  M.D., 
Monmouth  County  lost  a man  who  had  been 
chief  of  obstetrics  at  the  Jersey  Shore  Medical 
Center  from  1936  to  1959.  He  was  a member 
of  the  Board  of  Directors  of  that  hospital  for 
28  years.  Dr.  Brown,  who  was  76  years  old  at 
the  time  of  his  death,  was  a 1920  alumnus  ol 
the  Medical  School  of  the  University  of  Ver- 


mont. He  was  active  in  the  alfairs  of  tlie  Mon- 
mouth County  Medical  Society,  and  was  a 
1970  laureate  of  the  MSNJ  Golden  Merit 
Award. 

Dr.  Jerome  G.  Kaufman* 

One  of  our  state’s  most  piomiucnt  |)hysicians, 
Jerome  C.  Kaufman,  M D..  ilied  i)ii  April  I, 
1972.  Born  in  1901,  he  was  a ll.u\aul  grailu- 
ate  who  earned  his  M.D.  at  Bellevue  in  1925. 
He  was  a well-known  inteinist.  \’it  e-president 
of  the  American  Heart  .Association,  aiul  bo.ml 


•For  editorial  commciii  on  Ur.  Kaufm.m’-  death,  sec 
page  411  of  this  issue. 
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certified  in  internal  medicine.  He  held  pro- 
fessorial status  at  the  New  York  Medical  Col- 
lege. He  was  the  laureate  of  the  Edward  J.  Ill 
Award  for  1964.  For  more  than  a decade.  Dr. 
Kaufman  was  a trustee  of  The  Medical  Society 
of  New  Jersey.  He  served  in  all  presidential 
chairs,  and  was  President  of  The  Medical  So- 
ciety of  New  Jersey  in  1963-64.  Dr.  Kaufman 
was  a member,  and  for  several  terms.  Chairman 
of  our  Annual  Meeting  Committee.  He  was 
one  of  our  delegates  to  the  AMA.  He  was  de- 
voted to  his  work  on  the  State  Board  of  Medi- 
cal Examiners,  and  had  a term  of  service  as 
President  of  that  Board.  He  was  an  extraordi- 
narily well-rounded  medical  citizen.  He  had 
served  as  President  of  the  Essex  County  Medi- 
cal Society  before  assuming  statewide  office. 

Dr.  Richard  J.  Lempke 

Richard  J.  Lempke,  M.D.,  a 1944  Jefferson 
graduate,  died  on  March  5,  1972,  at  the  age  of 
54.  He  was  an  internist,  active  in  Passaic 
County  Medical  affairs,  and  was  particularly 
identified  with  the  American  Diabetes  Associa- 
tion. Another  of  his  major  interests  was  in  life 
insurance  medicine — he  was  a member  of  the 
American  Association  of  Life  Insurance  Medi- 
cal Directors. 

Dr.  Irving  K.  Perlmutter 

At  the  untimely  age  of  57,  Irving  K.  Perlmut- 
ter, M.D.,  died  on  February  9,  1972.  A well- 
known  Essex  County  gynecologist  and  obste- 
trician, he  was  board-certified  in  both  phases 
of  his  specialty.  He  was  a 1939  alumnus  of 
the  Jefferson  Medical  College,  and  a Major  in 
the  Medical  Corps  of  the  Army  from  1940  to 
1946.  Dr.  Perlmutter  was  affiliated  with  both 
St.  Barnabas  Hospital  in  Livingston  and  the 
Beth  Israel  Hospital  in  Newark.  He  was  a 
Fellow  of  the  New  Jersey  Academy  of  Medi- 
cine. 

Dr.  Carlos  A.  Pons 

One  of  our  state’s  best-known  pathologists, 
Carlos  A.  Pons,  M.D.,  died  on  March  9,  1972. 
He  was  a member  of  our  Ocean  County  Med- 
ical Society.  Born  in  Puerto  Rico  in  1896,  he 
came  to  the  continental  United  States  in 


1916,  and  in  1920  he  received  his  M.D.  from 
the  Jefferson  Medical  College.  He  taught  pa- 
thology and  hematology  at  Loyola  University 
in  Chicago  before  coming  to  Philadelphia 
where  he  served  as  clinical  pathologist  at 
Blockley.  He  then  came  to  New  Jersey  and 
was  chief  of  pathology  at  the  Shore  Memorial 
Hospital.  He  was  board  certified  in  his  spe- 
cialty. 

Dr.  Max  Strauss 

Word  has  just  come  of  the  death,  in  Forest 
Hills,  New  York,  of  Max  Strauss,  M.D.,  who 
had  maintained  his  membership  in  our  Essex 
County  Component  Society  in  spite  of  his  hav- 
ing moved  to  New  \’ork  State  on  his  retire- 
ment from  active  practice  in  1957.  Dr.  Strauss 
was  95  years  old  at  the  time  of  death,  having 
been  born  in  Germany  in  1877.  He  was  a 
graduate  of  the  Medical  School  of  the  Uni- 
versity of  Munich  in  1902  and  practiced  in 
Newark  for  many  years.  He  was  on  the  staff 
at  both  Beth  Israel  (in  Newark)  and  St.  Bar- 
nabas (in  Livingston)  prior  to  his  retirement. 

Dr.  William  Tomkins 

At  the  grand  age  of  85,  William  Tomkins, 
M.D.,  died  on  March  5,  1972.  He  was  gradu- 
ated at  the  age  of  23  from  Cornell  University 
Medical  School,  class  of  1908.  He  served  the 
people  of  Passaic  and  Bergen  Counties  for 
half  a century,  and  had  been  on  the  staff  of 
the  Valley  Hospital  in  Ridgewood.  Dr. 
Tompkins  retired  from  active  practice  in  1967, 
and  was  living  at  his  old  home  in  Ridgewood 
at  the  time  of  his  death.  He  was  tlie  recipient 
of  MSNJ’s  Golden  Merit  Award  in  1958. 

Dr.  Rahim  Vakili 

His  many  friends  were  shocked  to  learn  of  the 
death,  on  January  3,  1972,  of  Rahim  Vakili, 
M.D.,  at  the  untimely  age  of  39.  An  Iranian, 
he  was  graduated  from  the  Medical  School  at 
Tabriz  in  his  native  country,  earning  his  M.D. 
degree  in  1959.  He  came  to  Boon  ton,  where 
he  practiced  obstetrics  and  gynecology,  and 
was  on  the  staffs  of  Riverside  Hospital  in 
Boonton  and  St.  Clare’s  in  Denville. 
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REVIEWS 


Operative  Orthopedics  in  Cerebral  Palsy.  Sidney 
Keats,  M.D.  Springfield  Illinois,  Thomas,  1970.  Pp. 
243.  ($13) 

This  monograpli  contains  a good  deal  of  useful  in- 
formation for  anyone  concerned  with  the  cerebral 
palsy  patient.  The  discussion  emphasizes  the  careful 
analysis  and  selection  of  cases  for  surgery,  as  well  as 
the  over-all  management,  of  which  surgery  is  but  a 
part.  Dr.  Keats  gives  us  the  benefit  of  extensive  per- 
sonal experience  with  these  problems. 

More  careful  editing  and  organization  would  have 
made  the  material  easier  to  locate.  Line  drawings  of 
the  principles  of  the  procedures  would  be  helpful  to 
readers.  The  review  of  the  literature  is  excellent,  and 
good  references  .are  provided.  There  is  a section  on 
neurosurgical  treatment  by  Blaine  S.  Nashold,  M.D. 
Dr.  J.  Leonard  Goldner  describes  procedures  used  in 
the  upper  extremity. 

The  volume  is  recommended  to  all  who  deal  with 
cerebral  palsy. 

Daniel  J.  O’Regan,  M.D. 

The  Skyjacker.  David  ©.  Hubbard,  M.D.  New  York, 
MacMillan,  1971.  Pp.  262.  ($5.95) 

On  the  basis  of  his  own  psychiatric  studies  of  a num- 
ber of  airline  hijackers  (Dr.  Hubbard  prefers  to  call 
them  "skyjackers”) , the  author  has  drawn  an  emo- 
tional profile  of  the  men  who  typically  had  violent  or 
alcoholic  fathers  and  religiously  fanatical  mothers. 
Hubbard  also  attaches  importance  to  the  physiology 
of  the  semi-circular  canals,  suggesting  that  this  is  a 
factor  in  their  indulging  in  flights  of  fantasy  while 
in  the  air. 

Infancy  is  seen  as  a struggle  against  the  forces  of 
gravity  so  that  the  desire  to  go  up  in  the  air  and  the 
feeling  of  freedom  there  is  a primitive  unconscious 
force  with  deep  interpersonal  roots.  Hubbard’s  calen- 
dar of  hijacking  suggests  that  a time  relationship 
exists  between  news  of  space  events  and  the  frequency 
of  skyjacking. 

Some  of  the  psychodynamic  explanation  may  be  a 
bit  too  theoretical  for  nonpsychiatric  physicians,  but 
Hubbard  presents  his  thesis  well,  gives  good  support 
for  his  doctrine,  and  offers  some  stimulating  reading. 

Abraham  Leif,  M.D. 

Handbook  of  Poisoning.  Robert  H.  Dreisbach.  Los 
Altos,  California,  Lange  Publications,  1971.  Pp.  515. 
($6) 

This  little  giant  of  information  belongs  in  every  hos- 
pital emergency  room,  at  every  first  aid  station,  and 
near  the  telephone  of  every  physician.  The  book  is 
small  and  compact  with  data  from  cover  to  cover.  It 
has  gone  through  seven  editions,  attesting  to  its  accept- 
ance by  the  profession,  and  is  now  also  available  in 
a Spanish  language  edition. 


The  poisons  have  been  organized  into  industrial,  agri- 
cultural, household,  medicinal,  and  natural  hazards. 
These  are  described  briefly,  with  clinical  findings,  treat- 
ments, and  prognosis.  Each  chapter  has  short  refer- 
ences for  further  study. 

Of  particular  interest  is  the  chapter  on  dru^s  pre- 
scribed so  frequently,  classified  as  the  phenothiazines, 
the  psychic  depressants,  and  stimulants.  The  side  re- 
actions of  many  of  these  drugs  are  long  and  varied, 
ranging  from  deep  depressions  to  violent  convulsions. 
For  example,  the  convulsions  and  opisthotonic  picture 
of  trifluoperazine  (Stelazine®)  overdosage  is  similar  to 
strychnine  poisoning.  The  antidote  here  is  diphen- 
hydramine (Benadryl®)  l.V. 

First  aid  measures  are  outlined  on  the  inside  front 
and  back  covers,  for  fast  reference.  Charts  are  used 
freely  to  cover  many  similar  type  compounds,  their 
effects  and  treatment.  The  book  includes  “Call  Poison 
Information  Centers”  all  over  the  United  States.  In 
our  New  York-New  Jersey  area,  the  number  is  (212) 
340-4494. 

Harry  M.  Poppick,  M.D. 

The  Surgical  Control  of  Behavior.  Arthur  Winter, 
M.D.,  Editor.  Springfield,  Illinois,  Charles  C.  Thomas, 
1971.  Pp.  90.  ( Price  not  stated) 

Under  the  aegis  of  the  Academy  of  Medicine  of  New 
Jersey,  a seminar  was  held  in  April  1970  on  the 
surgical  control  of  behavior.  It  is  here  published  in 
a slim,  hard-backed  edition,  edited  by  Arthur  TVinter, 
M.D.,  a member  of  the  Essex  County  Medical  Society. 
The  topic  is  an  inherently  fascinating  one:  the  an- 
cient idea  that  somehow  we  can  cut  the  badness  out 
of  an  individual.  The  idea  is  not  as  childish  as  this 
sounds. 

The  colloquium  opens  with  a paper  by  Mary  A.  Brazier, 
Ph.D.,  on  the  neurologic  basis  for  surgery  for  the  re- 
lief of  temporal  lobe  epilepsy.  Robert  Heath,  M.D., 
follows  with  material  which  suggests  a neurophysio- 
logic basis  for  schizophrenia  and  for  the  creation  of 
pleasure-experiencing  sensations  through  a surgical 
approach  to  some  areas  in  the  central  nervous  system. 
Some  interesting  possibilities  are  here  suggested  in  the 
management  of  addicts,  considered  as  people  who  are 
basically  impoverished  in  their  ability  to  experience 
pleasure.  William  B.  Scoville,  M.D.,  offers  material 
on  the  clinical  application  of  neurosurgical  technics 
to  modify  the  psyche  and  behavior  of  man.  He 
feels  that  neurosurgery  "can  dramatically  relieve  the 
symptoms  of  emotional  turbulence  and  anxiety.  This 
kind  of  surgery,  he  suggests,  can  often  "bury  hallud- 
nations  and  delusions”  and  give  "excellent  results  in 
anxiety-tension  states.”  Dr.  Scoville  says  that  ‘ differ- 
ent types  of  mental  disease  do  not  require  different 
areas  of  ablation.” 

The  symposium  concluded  with  a paper  by  Dr.  Winter 
and  Leo  Shatin,  Ph.D.,  on  psychological  asse.ssmcnt  of 
patients  for  neurosurgery,  and  on  evaluation  of  the 
results.  Interspersed  in  the  book  are  several  sections 
of  comment  and  discussion  based  on  questions  from 
the  audience.  Several  illustrations  arc  provided  show- 
ing the  anatomy  or  surgical  technics  itivolvcd.  In- 
cluded in  the  volume  is  a brief  paper  by  Humphrey 
Osmond.  M.D.,  on  "personal  recollections  of  lobotomy” 
which  suggests  tfiat  modern  surgical  technics  make 
possible  more  refined  methods  than  were  available 
in  the  early  days  of  lobotomy. 

Hoffmann  I.aRoche  gave  acknowledged  support  to  this 
seminar. 

Henry  ' Davidson,  M.D. 
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Approach  to  the  Medical  Care  of  the  Sick  Newborn. 

Sophie  H.  Pierog,  M.D.  and  Angelo  Ferrara,  M.D. 
Saint  Louis,  Mosby,  1971.  Pp.  292.  Illustrated.  (Price 
not  given) 

This  short  volume  is  exactly  what  it  purports  to  be. 
It  is  a survey.  It  is  a beautiful  outline  and  offers  a 
beautiful  summar)'.  It  is  the  first  place  and  the  best 
place  I know  to  look  when  confronted  with  a new- 
born in  trouble.  The  book  is,  however,  frustrating. 
One  wishes  the  authors  had  given  just  a bit  more  in- 
formation at  every  level.  Many  sections  are  short  of 
references.  Thus,  there  are  only  five  references  in 
the  section  on  infants  with  a heart  murmur. 

One  of  the  problems  any  textbook  author  faces  is 
keeping  up  with  recent  advances.  In  the  main  these 
authors  have  done  a superb  job.  I was  disappointed 
at  not  finding  more  on  Gluck’s  work  relative  to  pre- 
dicting which  babies  are  likely  to  develop  the  respira- 
tory distress  syndrome.  The  authors  are  cautious 
about  recommending  Gentamycin  for  neonates.  I 
suspect  that  the  e\idence  now  available  indicates  that 
this  drug  is  safe  in  the  appropriate  situation. 

Certainly  this  is  an  excellent  book  for  students,  in- 
terns, and  residents.  It  is  remarkably  up-to-date  and 
is  recommended  to  old  practicing  pediatricians  who 
may  need  refreshment. 

Solomon  J.  Cohen,  M.D. 

Synopsis  of  Ophthalmology  (Third  Edition).  William 
H.  Havener.  St.  Louis,  Mosby  1971.  Pp.  553.  Illus- 
trated ($12.75) 

This  book  is  written  in  a folksy,  conversational  fash- 
ion that  makes  for  ease  of  reading  and  understanding. 
I find  this  especially  useful  in  the  sections  on  eye 
examinations  and  interpretations  of  ophthalmologic 
hndings.  In  the  more  didactic  areas  of  the  text  this 
style  becomes  less  successful. 

A large  section  on  applied  ophthalmologic  technic, 
with  multiple  questions  after  each  small  section  of 
material,  filled  one  seventh  of  the  book,  but  did  not 
give  full  measure  for  this  high  proportion  of  space. 

I would  recommend  this  book  as  a first  text  for  the 
medical  student’s  introduction  to  ophthalmology,  but 
I feel  it  is  not  comprehensive  enough  for  the  begin- 
ning ophthalmologist  resident  or  the  general  practi- 
tioner. 

Arthur  S.  Kern,  M.D. 

Nosocomial  Infections:  International  Conference. 

Chicago,  American  Hospital  Association  1971.  Pp.  334. 
($1.50) 

This  book  includes  papers  presented  at  the  Interna- 
tional Conference  on  Nosocomial  Infections  held  in 
Atlanta  in  August  1971.  Many  national  and  interna- 
tional authorities  on  infectious  diseases  presented  pa- 
pers at  this  session.  These  papers  dealt  with  identify- 
ing the  types  of  pathogens  airrently  responsible  for 
hospital-acquired  infections,  factors  relating  to  host- 
resistance  and  host-susceptibility,  with  discussions  of 
means  of  prevention  of  dissemination  of  infection  in 
hospitalized  patients.  Some  idea  of  the  magnitude  of 
the  problem  may  be  gleaned  from  the  figures  that  in 
1967  post-operative  wound  infections  were  estimated 
to  result  in  patient  costs  of  $9.83  billion  in  this  coun- 
try alone.  Problems  involving  patient  infection  with 
indwelling  urinary  catheters  and  respiratory  therapy 
equipment  are  fully  discussed.  Of  interest  was  a paper 


dealing  with  the  various  pathogenic  bacteria  in  medici- 
nal tablets  found  in  Sweden,  including  barbiturates, 
digitalis  preparations,  and  tranquilizers.  In  1966,  in 
Sweden,  an  outbreak  of  salmonellosis  was  attributed 
to  ingestion  of  contaminated  thyroid  tablets.  The  con- 
cluding discussion  in  the  book  is  entitled  "Nosocomial 
Infections  and  the  Law,”  which  was  presented  by  Mr 
Crawford  Morris.  It  is  an  excellent  dissertation  on  the 
legal  implications  of  hospital-acquired  infections  and 
how  the  practitioner  and  hospital  may  be  implicated 
as  responsible  for  such  infections. 

This  book  is  recommended  as  an  excellent  source  of 
information  for  those  interested  in  this  important  topic 
and  would  seem  to  be  an  invaluable  reference  work 
for  hospital  infectious  disease  committees. 

Henry  A.  Davidson,  M.D. 


Christiaan  Barnard:  One  Life.  CHrIsfiaan  Barnard  and 
Curtis  Bill  Pepper.  New  York,  Bantam  Books,  1971 
(First  published  in  1970  by  MacMillan).  Pp.  529. 
(Paperback,  $1.50) 

The  main  theme  in  this  book  is  the  enormous  personal 
drive  in  Dr.  Barnard  to  achieve  big  things  and  be  on 
top  of  the  heap.  He  likes  being  first. 

He  relates  a dramatic  story  in  which  he  rises  from 
a child  in  South  Africa  with  limited  financial  resources 
to  become  an  internationally  known  surgeon.  His  pur- 
suit of  excellence,  supported  by  his  enormous  personal 
energv  to  achieve,  results  finally  in  his  being  the  first 
to  transplant  a human  heart.  The  recollections  of  Dr. 
Barnard’s  training  and  his  family  life  are  well  done. 
The  personality  studies  of  people  associated  with  the 
first  heart  transplant  are  most  engaging  and  the  pres- 
entation is  quite  unusual. 

This  is  a well-told  story  with  much  excitement  and 
interest  and  will  engage  most  readers.  This  book  is 
in  an  attractive  paperback  and  the  print  is  sharp  and 
on  appropriate  paper 

Robert  K.  Spiro,  M.D. 


Biologic  Rhythms  in  Human  and  Animal  Physiology. 

G.  G.  Luce.  New  York,  Dover  Press,  1971.  Pp.  183. 

( Softback — $2.50) 

The  human  animal— indeed  all  animals  and  plants— 
show  fluctuations  that  accord  with  the  time  cycle. 
The  24-hour  cycle,  presumably  due  to  diurnal  varia- 
tions in  light  and  darkness  is  the  best  known  of  the 
rhythms.  This  is  called  circadian  (meaning  “about  a 
day”)  . But  some  of  the  rhythmic  patterns  fluctuate 
with  the  month  and  there  are  other  time-keepers 
among  living  things.  This  book,  based  on  a National 
Institute  of  Mental  Health  survey,  reviews  the  rhyth- 
mic patterns  in  sleep,  sensory  perceptions,  eating, 
sexual  interests,  tissue  repair,  hormone  tides,  pain  tol- 
erance, working  and  energy  patterns,  urinary  produc- 
tion, responsiveness  to  drugs,  and  dozens  of  other 
time-bound  factors. 

The  text  is  documented  by  over  600  references  to  the 
scientific  literature,  and  in  spite  of  its  imaginative 
quality,  it  is  essentially  a fact-packed  volume  on  a 
little  understood  subject.  It  makes  interesting  reading 
for  all  of  us.  We  physicians  who  are  supposed  to  have 
some  expertise  in  understanding  human  physiology 
will  find  much  to  think  about  in  this  unusual  presen- 
tation. 

Ralph  N.  Shapiro 
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POSITION  AVAILABLE 

Full  time  E.D.  physician  with  New 
Jersey  license.  Must  have  residen- 
cy in  Internal  Medicine  or  General 
Practice.  Salary  negotiable.  If  in- 
terested, send  resume  to; 

Department  of  Emergency  Room 
Rancocas  Valley  Hospital 
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For  further  information 
contact  A.  C.  Sootkoos,  Supt. 

HUNTERDON  STATE  SCHOOL 

P.O.  Box  5220,  Clinton,  N.J.  08809 


WANTED:  Pathologist — Full  time,  for 
large  Psychiatric  Hospital  with  active 
medical-surgical  service.  To  direct 
laboratory — both  clinical  and  anatomic 
pathology.  Housing  available.  Liberal 
fringe  benefits.  Salary  up  to  $29,- 
714.00  dependent  on  qualifications. 
Please  contact  M.  R.  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric 
Hospital,  Marlboro,  New  Jersey,  (201) 
946-8100. 
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R.  Simon,  M.D.,  Medical  Director,  Marl- 
boro Psychiatric  Hospital,  Marlboro, 
New  Jersey.  Telephone:  201-946-8100. 


STAFF  PHYSICIANS-PSYCHIATRISTS- 
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available.  Salary  range  for  full-time 
staff  physicians  up  to  $32,759,  de- 
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complex  of  1520  beds  fully  accredited 
by  JCAH  with  1:1.1  staff-patient  ratio, 
interdisciplinary  approach  to  patient 
services,  located  within  easy  travel  to 
Philadelphia,  New  York  and  nearby  sea- 
shore resorts.  Excellent  benefits  include 
low-cost  modern  family  housing,  health 
and  life  insurance,  pension,  liberal  va- 
cation and  sick  leave.  Vacancy  also  in 
Outpatient  Clinic.  Write  Farrell  R. 
Crouse,  M.D.,  Medical  Director,  Ancora 
Psychiatric  Hospital,  Hammonton,  New 
Jersey  08037.  Equal  opportunity  em- 
ployer. 
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CLASSIFIED  ADVERTISEMENTS 


ANESTHESIOLOGIST— Position  wanted,  full  time  or 
part  time,  no  night  call,  administrative  or  other  South 
Jersey  or  Philadelphia  area,  diversified  experience, 
board  certified  in  anesthesiology.  Write  Pox  No  11 
c/o  THE  JOURNAL. 

INTERNIST-GASTROENTEROLOGIST-Seeks  group  or 
partnership,  32  year  old  board  certified  internist. 
Available  July  1972.  Contact  Eugene  Kern,  M.D.,  3 
Washington  Square  Village  Apts.,  New  York,  New 
York  10012. 


FOR  RENT— Ramsey,  New  Jersey,  fully  equipped  six- 
room  office,  approximately  1500  square  feet,  recently 
retired  general  practitioner.  Suitable  for  1-2  physicians. 
Two  hospitals  within  15  minutes.  Call  201-327-1119. 

FOR  SALE— Elizabeth,  New  Jersey.  Ranch  home  and 
4-room  office  combination.  Modern  excellent  condition, 
near  schools,  all  transportation,  every  modern  con- 
venience, beautiful  location.  Desirable  for  any  speci- 
ality or  two  doctors.  Write  P.O.  Box  825,  Elizabeth, 
New  Jersey. 

FOR  SALE —Chatham,  New  Jersey.  Internist  leaving 
established  12-year  old  successful  practice  for  health 
reasons.  Ideally  situated,  4 nearby  suburban  hospitals. 
Air-conditioned,  4-bedroom  home,  swimming  pool,  6- 
room  office  combination  with  laboratory.  Large  parking 
area.  Extensive  records.  Corner  property,  2-car  garage 
with  electric  doors.  R.  F.  Zuch,  M.D.,  635-5000  or  377- 
8133. 


FOR  SALE —Trenton,  New  Jersey.  Home  and  office, 
semi-detached  brick  houses  near  Mercer  Hospital  in 
professional  area.  Lot  50'  x 300',  ample  parking,  3 car 
block  garage.  Prominent  physician  occupies  home  and 
office,  32  years.  Central  air  conditioning,  oil  heat,  4 
zones,  office— waiting  room,  consultation  room,  2 ex- 
amining rooms,  2 tile  lavoratories,  large  laboratory,  in- 
strument room,  large  closets.  Over  office,  5-room  mod- 
ern apartment.  Home— 8 rooms,  3 baths,  ample  closets. 
Home  can  be  easily  converted  into  2 units.  Will  fi- 
nance. Write  Box  No.  10,  c/o  THE  JOURN.AL. 

PRACTICE  FOR  SALE  OR  LEASE— Paterson  area.  Due 
to  sudden  death,  well  established  complete  medical 
practice  including  building,  office,  equipment,  files,  etc. 
For  further  details  telephone  445-5505. 

FOR  SALE  OR  RENT— North  Jersey  community  of  50,- 
000.  Home/office,  minutes  from  three  major  hospitals. 
Ideal  suburban  location.  Telephone  201-278-5874. 

PRACTICE  AVAILABLE— New  Jersey  shore  community. 
Due  to  recent  death,  large  pediatric  practice  available 
to  board  eligible  or  board  certified  pediatrician.  Two 
accredited  hospitals  in  area.  Call  609-344-5245  or  write 
Box  No.  12,  c/o  THE  JOURNAL. 

SPACE  AVAILABLE— AVoodbridge,  New  Jersey.  High- 
way 35,  Amboy  Avenue,  700  to  2000  square  feet  in 
motiern  one-story  medical  specialty  building.  Central 
heating  and  air  conditioning,  ample  off-street  parking. 
Call  201-634-4225. 


Informafion  for  Adverfisers — RATES;— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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HOUSE  PHYSICIAN 

COLLECTIONS 

HENRY-LESLIE  ASSOCIATES 

284  bed  voluntai7  general,  JCAH  ac- 

"BONDED” 
P.O.  BOX  A 

credited  hospital  in  delightful  suburb 

of  New  York.  New  Jersey  license  re- 

CRANBURY,  N.  J.  08512 

quired.  Internal  medicine  training  de- 

(609)  395-1760 

sirable.  Opening  July  1. 

P.O.  BOX  905 

Write:  Assistant  to  the  Director 

TOMS  RIVER,  N.J.  08753 
(201)  244-2502 

The  Valley  Hospital 

Professional  Services  for  the  Health  Professions 

Ridgewood,  New  Jersey  07451 

NO  CHARGE  UNLESS  WE  COLLECT 

HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to  community  health  care  and  education. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treat- 
ment of  psychiatric  disorders  within  a therapeutic 
community. 

Leo  H.  Berman,  M.D., 

Director  of  Professional  Services 


HALL-BROOKE  SCHOOL 

A special  educational  facility  for  adolescents  of 
high  school  age  who  are  in  psychiatric  treatment. 

Edgar  J.  Appelman, 

Director 


47  Long  Lots  Road 
Westport,  Connecticut  06880 
Telephone:  (203)  227-1251 


'‘Sorry,  Sire,  but 
‘DicarhosiV  hasn’t 
been  invented  yet.” 


Dicarbosil 

ANTACID 


Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 
Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept.  X-2104 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will 
deposit.  Pay  balance  plus  C.O.D.  ship- 
ping on  delivery.  Be  satisfied  on  inspec- 
tion or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  speci- 
fically stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling. 
New  York  State  residents  add  applicable 
sales  tax. 


Pre-Sate® 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip* 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  knovyn  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  dally  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

Kow  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


^lorphentermine 

HriT 

^ the  trend  is 

toward  our  kind 
of  anorectic 


Not  a controiied  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practi  :'l  appetite  suppressant 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Ui^ljndividual  response  is  determined,  caution  patient  against  driving  or  operating 
dangSraij?  machinery. 


Wium*  (diazepam) 

■ ; For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive' 
disorders  (not  for  sole- therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


2 M 
0) 

« td 
so 
a> 

O C+- 

rs*  h-> 

Paradoxical  reactions  such  as  act  * ® 

hyperexcited  states,  anxiety,  halli  s ^ 
tions,  increased  muscle  spasticity  «>  P. 
insomnia,  rage,  sleep  disturbance  ^ ^ 
stimulation  have  been  reported;  s^  c+ 
these  occur,  discontinue  drug.  Isc  o -j 
reports  of  neutropenia,  jaundice;  ^ ^ 
periodic  blood  counts  and  liver  fu  " 
tests  advisable  during  long-term  t 
Dosage:  Individualize  for  m;  t 
beneficial  effect.  Adults:  Tension,  o 
and  psychoneurotic  states,  2 to  1 w 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  'O 
or  q.i.d.  in  first  24  hours,  then  5 r 
or  q.i.d.  as  needed;  adjunctively  i O 
skeletal  muscle  spasm,  2 to  10  rr 
or  q.i.d.;  adjunctively  in  convulsi\ 
orders,  2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2^2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 


Roche  Laboratories 

Division  o(  Hoftmann-La  Roche  Inc 

Nulley,  N J.  07110 
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Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 
$10,000  to  $150,000  of  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

"if  "ic 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LDHT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  3-4340 


$1,200 

r 

PLUS 

$1,000 


So  much  goes  into  making 

LAKE  NAOMI 

the  Poconos’  incomparabie 
ieisure-home  community 


take  for  example  our  new 

SWIMMING  POOL  COMPLEX 


The  BIG  private  lake  of  the  Pocono  Moun- 
tains, Lake  Naomi,  each  year  moves  further 
beyond  comparison  among  the  area’s  most 
inviting  leisure-home  communities  by  adding 
new  recreational  facilities  and  unique  com- 
munity advantages.  Last  year,  it  was  a 75'  x 
165'  heated  Olympic-size  swimming  pool, 
complete  with  diving  well,  wading  pool  and 
poolside  pavilion.  This  year  we’re  putting 
finishing  touches  to  two  outstanding  new  facil- 
ities. One  is  a Tennis  Club  complex  with  eight 
tournament-caliber  clay  courts  and  its  own 
clubhouse.  Another  is  a full-featured  Youth 

COME  SEE  WHY  SO  MANY 
DOCTORS  build  their  leisure-time 
homes  at  Lake  Naomi.  Office  and 
house  models  open  daily  on  Rt.  940 
at  Pocono  Pines.  Reached  via  80  & 

81E  or  by  N.E.  Ext.  of  Pa.  Turnpike. 

Phone  717-646-2222. 


Activities  Center,  focal  point  of  a diversified 
recreational  counseling  program. 

Rounding  out  Lake  Naomi’s  many  special 
attractions  are  the  Naomi  Clubhouse  with 
cocktail  lounge  and  dining  room  overlooking 
the  Lake  . . . six  sand  beaches  with  lifeguards 
. . . great  golf,  fishing,  horseback  riding  and 
skiing  practically  at  your  doorstep  . . . finest 
all-weather  paved  roads  . . . property  patrolled 
year  'round  by  Lake  Naomi's  Ranger  . . . 
quality-built  custom  houses  . . . financing 
arranged. 


I'AKE  NAOMI 


I Pocono  Pines  • The  Poconos  • Pennsylvania  ] 
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HOLDING 
HEALTH-CARE  COSTS  « 
IN  CHECK 


Pre-Admission  Testing  and  On-site 
Utiiization  Reviews  Couid  Save  Miiiions. 


Rising  health-care  costs,  whatever  their 
causes,  are  the  principal  argument  of 
the  proponents  of  government- 
controlled  national  health  insurance. 

One  controllable  item  in  these  rising 
costs  is  unnecessary  utilization  of  serv- 
ices. If  this  were  eliminated,  escalation 
of  costs  would  be  greatly  retarded. 

ITEM:  A recent  on-site  survey  of  one 
floor  by  the  Utilization  Review  Commit- 
tee of  the  staff  of  a North  Jersey  hospi- 
tal with  92%  bed  occupancy  indicated 
that  10%  of  the  patients  should  not  have 
been  there  at  that  time.  They  had  been 
admitted  for  diagnostic  workups  which 
could  have  been  done  on  an  ambula- 
tory basis,  and  custodial  care. 

ITEM:  The  New  Jersey  Blue  Cross  Pre- 
Admission  Testing  Program  (PAT), 
where  it  has  been  actively  utilized,  has 
shown  average  savings  of  1.3  hospital 
days  per  admission.  Last  year  over 
300,000  hospital  admissions  under  age 
65  were  covered  by  Blue  Cross  in  New 
Jersey. 

ITEM:  Although  71  New  Jersey  hospi- 
tals have  signed  up  for  PAT,  it  is  not 


being  utilized  to  the  fullest  extent  in 
many  of  them. 

Cf  course,  PAT  is  not  applicable  to  ev- 
ery type  of  admission.  But  if  all  hospi- 
tals used  PAT  actively,  and  unnecessary 
hospital  utilization  such  as  that  cited  in 
the  first  item  above  were  eliminated,  the 
annual  savings  would  run  into  millions. 

If  you  subscribe  to  the  principle  of  PAT 
— and  are  concerned  with  the  rising  cost 
of  health  care  — we  urge  that  you: 

1.  Use  PAT  whenever  appropriate. 

2.  Urge  your  hospital  to  institute 
the  program,  if  it  already  hasn’t. 

3.  Recommend  that  your  hospital 
staff  Utilization  Review  Commit- 
tee conduct  an  unannounced  re- 
view of  the  patients  on  a floor  or 
two  of  your  hospital  monthly. 

Great  savings  in  total  medical  care 
costs  can  be  accomplished  in  the  most 
costly  area  — inpatient  admissions  — by 
the  adoption  and  implementation  of 
PAT,  and  monthly  on-site  utilization 
reviews. 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 
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Announcing- 

a new  commitment  to  health  care 


Roche  Clinical 


.. 

Laboratories 


Automated  Diagnostic  Analysis 
for  most  tests 


Personal  Service  through  Roche  Professional  Representatives. 


/ / 

A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians  j 


The  Roche  Professional  Representative  welcomes  the  op^rtunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 


Roche  Clinical  Laboratories,  Inc. 

1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006  Name. 


Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories'  Services. 


□ 


Please  send  the  Roche  Clinical  Laboratories 
Reference  Manual. 


□ Please  have  a Roche  Professional  Representative 
contact  me. 


Address 

City 

Zip 


.Tel.  No 


Professional 

Consultation 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine  A 
and  Special  Laboratory  ^ 
Tests  ^ 
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rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


'mportant  Note:  This  drug  is  not  a simpie  analgesic. 

3o  not  administer  casually.  Carefully  evaluate  patients 
Defore  starting  treatment  and  keep  them  under  close 
iupervision.  Obtain  a detailed  history,  and  complete 
jhysical  and  laboratory  examination  (complete 
lemogram,  urinalysis,  etc.)  before  prescribing  and  at 
requent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
raindicated  patients  or  those  who  cannot  be  observed 
requently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
he  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
nilk.  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of:  fever,  sore  throat,  oral 
esions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
spigastric  pain,  symptoms  of  anemia,  black  or  tarry 
itools  or  other  evidence  of  intestinal  ulceration  or 
lemorrhage,  skin  reactions,  significant  weight  gain  or 
tidema.  A one-week  trial  period  is  adequate.  Discon- 
inue  in  the  absence  of  a favorable  response.  Restrict 
reatment  periods  to  one  week  in  patients  over  sixty. 
'ndications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
l^eumatoid  spondylitis, 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
Jlceration  including  severe,  recurrent  or  persistent 
lyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
lypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
irug;  polymyalgia  rheumatica  and  temporal  arteritis; 
satients  receiving  other  potent  chemotherapeutic 
spents,  or  long-term  anticoagulant  therapy. 
namings:  Age,  weight,  dosage,  duration  of  therapy, 
sxistence  of  concomitant  diseases,  and  concurrent 
Jotent  chemotherapy  affect  incidence  of  toxic  reac- 
ions.  Carefully  instruct  and  observe  the  individual 
salient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
sven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
lace  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  lor  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  In  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthrltic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  Is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  vvith 
anemia,  gastritis,  epigastric  pain,  hemalemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multilorme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hyperten^!on, 
pericarditis,  diffuse  Interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgii.  t!..  u- 
matica,  optic  neuritis,  blurred  vision,  retinal  r.imot- 
rhage,  toxic  amblyopia,  retinal  detachm-int,  h ..nng 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiler 
association  of  hyperthyroidism  and  hypothyroldijm 
(causal  relationship  not  established),  noilatlon,  con 
fuslonal  states,  lethargy;  CNS  resclions  associated 
with  overdosage.  Including  convulsions,  ouphor'S^ 
psychosis,  depression,  headerhos,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation.  Insomnia, 
ulcerative  stomatitis,  jalivarv  gland  enlargement 
(B)9e-t46-800-E 

For  compiata  detaiis,  treiuding  dosage,  piaasa  saa 
tuii  prascribing  intoiniatlon. 


GEIGY  Pharmacauticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  1050? 

lA  i.il  • 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

NeOSporitfOintnient 

(polymyxin  B-bacitracin-neomycin)  ; 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units;  ‘ 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin, base);  special  white  petrolatum  q.  s.  ,■ 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  :l 

■I 

\^mishing  Cream  Base  I 

Neosporin-G  Crei|m 

(polymyxin  B-neomycin-gramicidin)  > 

• 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  | 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  f 
gramicidin,  0.25  mg,,  in  a smooth,  white,  water-washable  vanishing  ; 

cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  , 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  , 
methylparaben  as  preservative.  I 

In  tubes  of  15  g.  * 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  4 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approbate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is^ 
perforated.  These  products  are  contraindicated  in  those  individuals  who] 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML.  11 


Advertisement 


^“The  history  of  science, and  in 
imrticular  the  history  of  medicine  ...is... 

' ^ the  histi^y  o/  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  mMs  from  darkness 
and  prejiuiice”  , 

— George  Sarton,  from  ‘*The  History 

of  Medicine  Versus  the  History  of  Art” 


W)uld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  he  useful. 

86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


really 


in  practice  can 
determined. 

The  Bureau  of  Drugs  hi 
suggested  the  package  i| 
sert  as  a possible  means 
communicating  informati’ 
on  relative  efficacy  of  dru 
to  the  physician.  I find  tl 
objectionable,  since  I 
not  believe  the  physiciil 
should  have  to  rely  on  tb 
source  for  final  scientit 
truth.  There  is  also  a pra 
tical  objection:  Since  fe 
physicians  actually  di 
pense  drugs,  they  seldo 
see  the  package  insert.  ] 
any  event,  I would  mai 
tain  that  the  physicia 
should  know  what  drug  1 
wants  and  why  without  d 
pending  on  the  governmeil 
or  the  manufacturer  to  tel 
him. 

Undoubtedly,  physicia) 
are  swamped  by  excessh 
numbers  of  drugs  in  son 
therapeutic  categories.  Ar 
I am  well  aware  that  mar 
drugs  within  such  cati 
gories  could  be  eliminate 
without  any  loss,  or  pe 
haps  even  some  profit,  i 
the  practice  of  medicin 
But,  in  my  opinion,  neitht 
the  FDA  nor  any  othf 
single  group  has  the  expe 
tise  and  the  wisdom  nece; 
sary  to  determine  the  or 
“drug  of  choice”  in  a 
areas  of  medical  practice. 
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I |Maker  of  Medicine 


•nneth  G.Kohlstaedt.M.D., 
™ Vice  President, 

. Medical  Research, 

^ j Eli  Lilly  and  Company 


In  my  opinion,  it  is  not 
9 function  of  any  govern- 
nt  or  private  regulatory 
ency  to  designate  a “drug 
choice.”  This  determina- 
n should  be  made  by  the 
ysician  after  he  has  re- 
ived full  information  on 
s properties  of  a drug, 
d then  it  will  be  based  on 
s experience  with  this 
ug  and  his  knowledge  of 
e individual  patient  who 
seeking  treatment. 

I®®  If  an  evaluation  of  com- 
® ^ rative  efficacy  were  to  be 
ide,  particularly  by  gov- 
nment,  at  the  time  a new 
ug  is  being  approved  for 
irketing,  it  would  be  a 
eat  disservice  to  medi- 
ae and  thus  to  the  patient 
he  consumer.  For  exam- 
3,  when  a new  therapeu- 
agent  is  introduced,  on 
e basis  of  limited  knowl- 
ge,  it  may  be  considered 
be  more  potent,  more 
fective,  or  safer  than 
oducts  already  on  the 
arket.  Conceivably,  at 
is  time  the  new  drug 
uld  be  labeled  “the  drug 
choice.”  But  as  addi- 
•nal  clinical  experience  is 
cumulated,  new  evidence 
ay  become  available, 
iter,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  tbe 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  tbe  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a now 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi-  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  he  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  tbe  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  tbe  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  jiatient  popula- 
tion. Tb  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice’’  is 
to  be  avoided. 


Opinion  ^Dialogue 


Whaf  is  your  opinion,  doctor? 

Send  us  your  comments  on  t he  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 


EDITORIALS 


Introducing  Doctor  D’Elia 


The  “jersey  Shore’’  is  one  of  the  prides  of 
our  State.  And,  among  the  good  things  in  the 
Monmouth  County  area,  \Vhlliam  )oIni 
D’Elia  must  surely  be  counted.  Dr.  D’Elia  \vas 
graduated  in  1937  from  Elahnemann  and 
came  to  Monmouth  County  to  serve  his  in- 
ternship at  the  Eitkin  Memorial  Hospital. 
Sidrsecpiently  he  .selected  ortho])aedi(  surgeiy 
as  his  life  work,  starting  with  a resideiuy  in 
that  specialty  at  St.  Luke’s  Hospital  iu  New 
York.  He  rapidly  advancecl  in  ibat  field  in 
the  central  New  Jersey  area,  eventually  be- 
coming chief  of  ortho|)aeclics  ;ind  fracture 
work  at  Eitkin  and  consultant  at  numerous 
other  hosj)itals  and  agencies.  Hoard  certified 
in  orthopaedics,  he  is  a Eellow  of  the  presti- 
gious American  .Academy  of  Orthopaedic  Sur- 
geons. While  these  represent  his  contribu 
tions  to  the  health  of  his  patients,  he  has  also 
contributed  significantly  to  orgaui/cd  medi- 


cine in  the  Carden  Slate.  He  has  held  many 
major  offices,  including  the  Presidency  of  the 
Monmouth  County  Medical  Society,  and  has 
been  Chairman  of  our  State  Society’s  impor- 
tant Committee  on  .Medical  Defcn.se  and  In- 
surance. Dr.  D’Elia  is  married  to  the  former 
.\gnes  G.  Gillespie  of  Spring  Lake  and  they 
are  proud  of  their  three  grown-up  children : 
Janet,  ^Villiam,  and  Hugh. 

We  appear  to  be  entering  on  a decade  of 
decision  in  the  field  of  distributing  medical 
care.  In  these  times  the  occasion  calls  for  a 
helmsman  worthy  of  the  cruise.  .And  in 
fulfilling  that  need,  William  John  D’Elia  will 
not  disappoint  us. 


Our  New 

Auxiliary  President 


She  comes  all  the  wav  from  low.i,  .Slie  ic‘- 
ceived  her  college  degiee  from  .^Iol ningsidc 
College  iu  Si>>u\  Cil\.  \lso  a >tuileut  diere 
was  Charles  (laiidek  who.  . ft-",  receiving  his 
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baccalaureate  degree  from  Morningside,  went 
on  to  Omaha  where  he  earned  his  M.D.  de- 
gree at  Creighton.  But  before  he  left  for 
Omaha,  he  married  Ruth  Hayward  and  took 
her  with  him.  During  Dr.  Gandek’s  atten- 
dance at  Creighton,  World  War  II  was  on 
and  Ruth  Gandek  worked  in  the  legal  de- 
partment of  the  Martin  bomber  plant.  After 
a brief  period  of  working  in  Virginia,  the 
Gandeks  came  north  and  settled  in  Middlesex 
County,  where  Dr.  Gandek  is  now  in  general 
practice  in  Edison. 

Mrs.  Gandek  has  been  on  the  board  of  the 
Middlesex  County  Tuberculosis  and  Health 
League,  sings  in  her  church  choir,  and  serves 
on  several  church  committees.  She  has  been 
prominent  in  the  Auxiliary  to  the  Middlesex 
County  Medical  Society,  having  served  in 
nearly  all  offices  in  that  Auxiliary.  She  was 
Mental  Health  Chairman  of  the  State  Auxil- 
iary and  then  worked  her  way  up  through  the 
various  chairs,  becoming  President  in  1972. 
Her  hobbies  include  raising  African  violets, 
target  shooting,  and  photography,  not  to 
mention  her  having  successfully  reared  three 
daughters  all  of  whom  are  now  married. 

Is  The  Doctor 
Failing  The  Alcoholic? 

When  they  talk  about  it,  alcoholics  and  ex- 
alcoholics often  charge  physicians  with  being 
disinterested  in  treating  them.  And  too  often 
this  is  true.  Alcoholics  are  not  easy  people  to 
treat;  you  have  to  involve  a whole  family. 
They  often  don’t  tell  the  truth.  They  are  not 
always  conscientious  at  keeping  their  prom- 
ises, sometimes  they  don’t  pay  their  bills,  at 
times  they  get  very  nasty.  Too  often  they 
seem  to  be  badly  motivated. 

By  a jday  on  words,  the  concept  of  “illne.ss” 
is  translated  as  “something  which  is  not  my 
fault,  which  happens  to  befall  me,  and  of 
which  the  doctor  should  cure  me’’ — a descrip- 
tion which  might  apply  to  pneumonia,  but 
not  to  alcoholism.  Alcoholism  is  an  illness  in 
the  sense  that  it  represents  a physiologic  ina- 


daptability to  handling  alcohol,  much  as  the 
diabetic  has  a physiologic  inadaptability  in 
handling  sugar.  However,  we  do  hold  the 
diabetic  responsible  for  continuing  to  eat 
sweets  after  he  learns  of  his  metabolic  disor- 
der; yet  we  are  asked  to  absolve  the  alcoholic 
from  a similar  kind  of  indiscretion  on  the 
grounds  that  this  is  his  sickness.  And  perhaps 
the  major  deterrent  to  trying  to  treat  the 
alcoholic  is  the  doctor’s  usually  poor  batting 
average. 

Yet,  there  are  things  that  the  physician  can 
do.  There  is  a place  for  disulfiram  (Anta- 
bus®),  and  it  calls  for  real  pharmacologic 
judgment  in  prescribing  it.  \Vhen  the  alco- 
holic is  so  tense  that  he  needs  another  drink, 
there  is  a place  for  a tranquilizer,  for  the 
wisdom  of  changing  the  medication  from 
time  to  time,  and  of  avoiding  making  a pill- 
jropper  where  the  cure  might  be  worse  than 
the  disease.  There  is  a place  for  Alcoholics 
■Ynonymous,  and  the  sophisticated  doctor 
knows  what  that  place  is  and  how  to  use  AA. 
There  is  a time  to  send  the  chronic  alcoholic 
to  a hospital,  rest  home,  or  sanitarium — a need 
for  medical  flexibility  in  selecting  the  appro- 
priate placement.  The  family  doctor  must 
work  with  the  family.  If  the  patient  is  male, 
the  doctor  may  have  one  of  three  attitudes 
toward  the  wife:  sentimental,  punitive,  or 
psychological.  The  sentimental  practitioner 
will  pity  the  poor  wife  who  has  to  put  up 
with  so  much  misei7  having  an  alcoholic  hus- 
band. The  punitive  practitioner  will  suggest 
that  she  must  have  driven  him  to  drink  with 
Iter  nagging,  coldness,  compidsiveness,  or  her 
rejection.  The  doctor  who  is  interested  in 
psychological  subtleties  will  realize  that  most 
alcoholic  males  are  immature  and  dependent 
and  wonder  what  there  was  in  the  woman 
that  made  her  select  this  kind  of  mate. 

Sometimes  it  looks  as  if  we  were  failing  a 
patient — indeed  a family — in  trouble  when  the 
physician  dismisses  the  alcoholic  as  too  much 
to  handle,  too  haril  to  treat.  There  are,  after 
all,  even  worse  diseases,  more  refractory  ones, 
diseases  with  a higher  relapse  ratio.  .Viul 
that  should  not  stop  us  from  trying  to  help 
someone  in  trouble. 


50(i 


1 HF.  JOURN.M.  OF  I HF  MFUIC..VL  .SOCIF  I Y OF  .\F\V  JFRSFY 


ORIGINAL  ARTICLES 


Good  health  must  be  won,  not  bought.  Patients  have 
a responsibility  here  too. 


Let  Us  Speak  With 
Unified  Voice* 


William  J.  D'Elia,  M.D. /Neptune  City 

I am  keenly  aware  that  today  you  confer 
upon  me  an  honor  and  a set  of  weighty  re- 
sponsibilities such  as  I have  never  had  before. 
As  I enter  u|X)n  my  tasks  as  180th  President 
of  our  distinguished  Society,  I pledge  to  you 
my  constant  best,  I ask  God  for  His  help,  and 
I ask  you  for  your  active,  constructive  advice 
and  cooperation. 

For  two  hundred  and  six  years  now  The 
Medical  Society  of  New  [ersey  has  pursued 
its  vigorous  and  productive  existence,  dedi- 
cated, as  Article  11  of  our  Gonstitution  de- 
clares . . . “to  advance  the  art  and  science  of 
medicine,  elevate  professional  standards,  pro- 
mote the  betterment  of  public  health,  and 
enlighten  and  direct  pidrlic  opinion  in  regard 
to  the  problems  of  medicine  and  health  for 
the  best  interests  of  the  people  of  New  Jer- 
sey.” 

I submit  that  those  are  far-reaching  and  im- 
portant purposes  and  that  the  men  who  first 
conceived  and  gave  them  expression  had  al- 
most prophetically  discerning  vision.  .Vcross 
the  years  we  have  pursued  and  progressively 
attained  many  of  these  goals,  but  though 
much  has  been  accomplished  much  remains, 
because  of  the  expaiuling  world  of  concerns 
to  which,  in  jmrsuit  of  those  goals,  we  must 
address  ourselves. 

I shall  not  impose  upon  your  time  lotlav  to 
scrutinize  and  evaluate  our  progress  toward 
the  full  attainment  of  all  those  enumerated 
purposes,  but  I should  like  to  enlarge  briefly 
upon  the  obligations  which  are  ours  as  physi- 


cians today  as  we  proceed  “to  promote  the 
betterment  of  public  health,  and  enlighten 
and  direct  public  opinion  in  regard  to  the 
problems  of  medicine  and  health  lor  the  best 
interests  of  the  people  . . .” 

We  in  America  are  inclined  today  to  delude 
ourselves  with  the  idea  that  if  we  spend 
enough  money  on  jieople  we  shall  make  them 
all  healthy  and  long-liveil.  Nothing  is  lar- 
ther  from  the  case.  Health  cannot  be  bought 
and  professional  services  are  useless  unless,  in 
all  areas  where  it  becomes  necessary,  the  pa- 
tient coo])crates — even  when  stub  cooperation 
means  self-arraignment,  self-discipline,  self- 
denial,  and  self-control.  To  hold  otherwise  is 
dishonest.  To  spend  money  on  health  care 
that  will  not  prcHluce  such  cooperative  re- 
sponse is  sheer  waste. 

Therefore,  as  part  of  our  service  to  the  public 
as  physicians,  we  must  bring  home  to  all  our 
patients — and  to  all  those  who  arc  interested 
in  tlelivering  high  (piality  medical  cate  with 
economv  and  elfuiency — the  realization  that 
the  rcs|)onsi\ eness  ol  the  patient  and  his  lull 
cooperation  in  oveicoming  whatever  maladies 
beset  him  are  indispensable  if  he  is  to  attain 
and  retain  good  health.  Good  health  cannot 
be  provided:  it  cannot  be  bought,  l.ike  love 
ami  human  respect,  it  must  be  won.  Once 
that  hut  is  popularly  recognized  and  a»<('pted 
we  can  look  for  iral  progress  in  the  better- 
ment ol  public  health. 

If  seems  to  me  ihat  we  h.ive  anoihe'  job  to 
do  in  our  cllorts  to  etdighteti  and  direct  pub- 

1‘ifsc  iiU'tl  iK-fort-  llu-  l!>7-  llonw  <’f  Ms\|. 
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lie  opinion  in  regard  to  the  problems  oE  med- 
icine and  health.  One  problem  that  looms 
large  is  the  difficulty  of  satisfying  the  public 
demand  for  health  care  services  with  the  lim- 
ited number  of  personnel  qualified  to  provide 
those  services.  The  solution  does  not  lie  ex- 
clusively in  increasing  professional  and  para- 
professonal  personnel.  It  lies  also  in  getting 
legislators  and  program  planners  not  to 
promise  more  than  any  system  could  deliver 
or  any  prudent  nation  afford.  It  lies  in  re- 
stricting the  available  services  to  what  people 
fundamentally  need,  and  to  those  who 
manifest  such  need.  The  deliverers  of  health 
care  services  today,  work  to  exhaustion 
though  they  may,  often  are  simply  not  able  to 
take  care  of  all  who  lay  claim  to  their  ser- 
vices. People  have  been  encouraged  to  believe 
that  they  have  a basic  right  to  be  well  and 
healthy,  and  that  everybody  else  has  a corre- 
sponding basic  duty  to  enable  them  to  be  so. 
The  consequence  is  that  the  deliverers  of 
health  care  services  are  blamed  for  not  being 
able  to  fulfill — and  inexpensively — the  extrav- 
agant promises  that  others  have  unthinkingly 
made. 

It  is  our  responsibility  as  physicians,  I think, 
to  educate  people — promisers  and  promisees 
alike — to  the  desirability  and  fundamental 
necessity  of  promising  help  only  to  those  who 
really  need  it  and  only  to  the  extent  that  it 
can  be  dependably  delivered.  That  concept 
addresses  itself  equally  to  the  preservation  of 
high  quality,  the  maintenance  of  availability, 
and  the  containment  of  costs  of  health  care 
services. 

Surely  by  now  we  have  learned  that  in  pro- 
tection both  of  the  public  interest  and  of  the 
status  and  reputation  of  our  profession,  we 
physicians  must  actively  participate  at  every 
level  in  the  planning  and  programing  of 
health  care  services.  We  are  the  experts  in 
estimating  and  providing  the  health  care 
needs  of  our  people.  ^Ve  must  for  that  reason 
make  our  judgments  known  and  our  voices 
heard.  There  are  those  who  are  eager  to 
usurp  our  proper  role  and  function  and  to 
relegate  us  to  subordinate  and  inconsequen- 
tial status.  But  we  owe  it  to  ourselves,  our 


profession,  and  our  people  to  resist  their  pre- 
sumptuous aggressions  and  to  continue  to 
supply  the  directions  and  services  consistent 
with  genuine  public  welfare. 

To  this  end,  we  of  medicine  should  be  the 
prime  movers  in  formulating  and  promulgat- 
ing sound  and  practical  guidelines  for  com- 
munity health  programs.  We  should  welcome 
the  opportunity  and  the  duty  to  meet  and 
mingle  with  consumer  groups,  to  make  cer- 
tain that  they  have  enlightened  understand- 
ing and  full  appreciation  of  what  constitute 
sound  and  workable  solutions  to  the  mani- 
fold and  complex  problems  of  the  delivery  of 
satisfactory  health  care  services. 

We  must  study  any  and  all  proposals  for  new 
developments  so  that  we  can  with  dependable 
authoritativeness  lead  the  way  to  the  accept- 
ance of  constructive  changes  and  adaptations 
and  to  the  rejection  of  those  that  do  not  so 
qualify. 

To  exercise  this  type  of  leadership  we  must 
fortify  ourselves  in  every  way,  as  individuals 
and  as  members  of  organized  medicine.  As 
individuals  we  must  exemplify  the  integrity 
of  character,  the  balance  of  judgment,  and 
the  concerned  solicitude  that  have  always  dis- 
tinguished worthy  physicians  and  won  for 
them  respect  and  confidence.  'We  must  keep 
abreast  of  medical  progress  by  consistent  par- 
ticipation in  continuing  medical  education. 
The  Medical  Society  of  New  Jersey  should 
proceed  without  delay  to  formulate,  survey, 
and  accredit  programs. 

As  members  of  organized  medicine,  we  must 
unselfishly  give  of  our  best  to  strengthen  and 
unify  our  cooperative  endeavors  for  the  pub- 
lic good.  Through  the  peer  review  process  we 
must  work  together  to  safeguard  utilization  of 
facilities  and  services,  to  exercise  effective 
quality  controls,  and  to  contain  costs.  ^Ve 
must  with  firmness  and  fairness  impose  salu- 
tary discipline  upon  any  within  our  ranks 
who  transgress  the  canons  of  medical  ethics 
or  the  standards  of  professional  conduct. 

^Ve  must  strengthen  our  relationships  with 
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the  State  Board  of  Medical  Examiners  and 
work  with  them  toward  the  practical  and 
effective  enforcement  of  the  laws  which  bear 
upon  the  preservation  of  high  standards  of 
medical  practice  in  New  Jersey. 

We  must  look  to  mechanisms  within  our  Soci- 
ety and  re-evaluate  the  inner  workings  and 
decision-making  processes  so  as  to  speed  up 
the  development  of  decisions  to  accomplish 
more  rapid  and  responsive  activity. 

The  committee  system  presently  in  effect 
affords  the  opportunity  for  a substantial  num- 
ber of  our  members  to  have  a voice  in  the 
affairs  of  the  Society.  At  the  same  time,  it 
carries  along  with  it  the  inherent  inability 
rapidly  to  resolve  important  issues  and  quick- 
ly to  implement  a decision  once  made.  The 
House  of  Delegates  historically  has  attempted 
to  deal  with  the  items  before  it  by  specifically 
indicating  each  course  of  action  to  be  pur- 
sued. This  means  that  if  subsequent  to  the 
annual  meeting  the  factual  situation  surround- 
ing an  action  is  altered,  the  Society  is  in- 
capable of  shifting  its  position  because  a hard 
and  fast  line  of  demarcation  was  set.  . . . These 
are  all  matters  that  I think  we  should  review, 
re-evaluate,  and  act  upon. 

All  this  means  that  we  must  have  unity — of 
purpose  and  of  action.  This  is  no  time  for 
dissension  or  division.  If  we  have  differing 
opinions,  let  us,  in  a spirit  of  enlightened 
dispassionateness,  resolve  them  in  our  coun- 
cils and  committees,  and  by  democratic  meth- 


ods let  us  arrive  at  reasonable  decisions  that 
will  prevail.  Only  in  this  way  can  we  hope  to 
render  the  constructive  service  of  which  we 
are  capable.  Only  in  this  way  can  we  accjuit 
ourselves  of  our  individual  responsibilities, 
advance  our  profession,  and  properly  serve 
the  best  interests  of  our  people  and  of  our 
country. 

Doctor  Merlin  K.  DuVal,  Assistant  Secretary 
of  the  Department  of  Health,  Education,  and 
\Velfare,  recently  offered  some  advice  that  is 
relevant  to  these  observations  of  mine.  Ad- 
dressing himself  to  his  fellow  physicians,  he 
said: 

“If  we  are  to  be  respected,  we  are  going  to  have  to 
learn  to  speak  with  a more  unified  voice.  If  yon  expect 
to  be  heeded,  you  must  speak  in  a manner  that  con- 
vinces the  program-maker,  the  law  maker,  ami  the 
public  that  you  are  speaking  in  the  public  interest 
and  not  mainly  to  protect  the  established  ways  that 
are  best  for  your  particular  interest.  If  you  speak 
with  a multiplicity  of  voices  and  concerns,  little  will 
be  heard.  .'\t  best  the  results  will  be  confusing;  at 
worst,  they  will  be  inefficient.” 

.\s  one  means  of  developing  that  unified 
voice,  our  Council  on  Public  Relations,  with 
the  help  of  its  newly  engaged  public  relations 
counsel,  is  considering  the  desirability  of  en- 
couraging component  .societies  to  sponsor  reg- 
ular local  radio  broadcast  j>rograms,  on  the 
basis  of  patterns  offered  to  them  by  I he  Med- 
ical Society  of  New  Jersey.  1 think  this  would 
be  a valuable  contribution  to  improve  posi- 
tive public  relations. 

We  are  faced  by  many  challenges,  l.et  us 
close  ranks,  get  to  work,  and  do  onr  job,  to- 
gether. 


2100  Corlics  .\ venue 


Blood  Bonks  Disaster  Plan  Manual 


.\  Disaster  Plan  Manual,  which  provides  a 
system  of  coordinating  individual  efforts  of 
the  American  Association  of  Blood  Banks 
(AABB)  into  one  effective,  professional  unit 
during  disasters,  has  been  developed  by  the 
AABB’s  Committee  on  Disaster  Planning.  The 

VOL.  f)9-Ni:MHP:R  f)-Ji:NF.,  1972 


manual  urges  close  cooper, ilion  ;iud  coordimr 
tion  between  .\.\Bb  panic  ip;mis  and  local 
civil  defense  .inthoi  ities.  (a>pies  in,i\  be  ob- 
tained from  the  Amc'rican  Associ.uion  of 
blood  Ihinks,  aO  North  Michigan  Avenue, 
Suite  1 !kS,  (diicago,  Illinois  r)0tlt)2. 
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The  success  story  of  the  antibiotics  may  be  making  us 
careless  in  identifying  subphrenic  and  perinephric 
abscesses 


Perinephric  Abscess  With 
Subphrenic  Extension 

A Case  Report 


Julian  I.  Joseph,  M.D.  and 
Jayantilal  Patel,  M.D./Wayne* 

Presented  here  is  a case  which  illustrates 
the  difficulty  in  diagnosing  both  perinephric 
abscess  and  subphrenic  abscess.  But  the  con- 
sideration of  these  diagnostic  possibilities  per- 
mits steps  leading  to  a diagnosis.  For  either 
condition,  an  incision  and  drainage  procedure 
is  mandatory.  The  present  case  is  that  of  a 
perinephric  abscess  with  massive  subphrenic 
extension. 

A 63-year  old  female  with  a seven  week  history 
of  anorexia  following  a low-grade  febrile 
episode  had  a one  week  course  of  anti- 
biotics. She  developed  edema  of  the  legs  and 
abdomen,  and  had  a history  of  moderate  alco- 
holic intake.  Temperature  on  admission  was 
only  98.6.  Abdomen  was  distended  and  a fluid 
wave  palpable.  Legs  had  four-plus  edema. 
Urine  culture  showed  Proteus  mirabilis  300,- 
000  organisms  per  milliliter.  Chest  x-ray  sug- 
gested a “possible  right  parahilar  infiltrate.” 
Abdominal  film  showed  ascites,  a right  renal 
staghorn  calculus,  and  elevation  of  the  right 
hemidiaphragm  with  suggested  loculated 
fluid  medially.  The  hospital  course  was  afe- 
brile but  she  became  confused.  Neggram  was 
started  and  subsequently  we  gave  Polycilline®. 
She  developed  leucocj'tosis  (19,600),  azotemia 
(BUN  50),  and  elevated  plasma  ammonia. 
She  died  on  the  eighth  day  after  admission. 


• Dr.  Joseph  is  associate  pathologist  at  the  Bergen 
Pines  County  Hospital  in  Paramus  and  Dr.  Patel  is 
Resident  in  Internal  Medicine,  at  the  same  hospital. 


Autopsy  revealed  a contracted  right  kidney 
(Figure  1),  which  had  a dilated  pelvis  filled 
with  a large  staghorn  calculus  obstructing  the 
calyces.  The  right  ureter  was  dilated,  and  it 
contained  6 milliliters  of  purulent  fluid.  Just 
above  the  superior  pole  of  the  right  kidney 
appeared  an  abscess  cavity  containing  puru- 
lent content.  A thin  septum  separated  this 
from  a much  larger  cavity  (Figure  2)  which 
extended  from  the  retroperitoneal  space  to 
the  inferior  aspect  of  the  right  diaphragm, 
and  formed  a large  subphrenic  abscess.  It 
contained  about  two  pints  of  greenish,  mod- 
erately thick  pus.  A fibrous  wall  enclosed  the 
abscess  anteriorly,  inferiorly,  and  laterally.  Its 
superior  surface  was  the  right  diaphragm, 
the  medial  border  merged  with  the  falciform 
ligament  of  the  liver,  and  the  inferior  surface 
principally  was  the  superior  surface  of  the 
right  lobe  of  the  liver.  The  liver  was  cirrhotic 
and  somewhat  shrunken.  .Almost  4000  milli- 
liters of  serous  ascitic  fluid  were  found  in  the 
peritoneal  cavity,  which  was  totally  separate 
from  the  subphrenic  abscess.  Evidently  the 
perinephric  abscess  had  pushed  peritoneum 
anteriorly  and  inferiorly,  probably  by  evagi- 
nation  of  the  peritoneum  between  the  bare 
area  of  the  right  lobe  of  the  liver  and  ad- 
jacent inferior  right  diaphragm,  thus  forming 
an  enclosure.  There  were  right  pleuro- 
diaphragmatic  adhesions,  right  lower  lobe 
atelectasis  and  small  emboli  in  right  and  left 
lungs  but  without  infarction.  Bilateral  serous 
pleural  effusion  was  present.  The  left  kidney 
was  pale  and  edematous  but  otherwise  not 
grossly  remarkable.  The  large  subphrenic  ab- 
scess grew  multiple  organisms,  including 
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Klebsiella.  Proteus  mirabilis,  Slreptococcus 
fecalis,  Streptococcus  zymogenes,  Pseudo- 
monas, E.  coli,  and  Enterobacteria.  Gall- 


Figure  I— Gross  photograph  of  the  right  kidney.  The 
kidney  is  scarred  about  a large  central  calculus.  The 
arrow  points  to  the  perinephric  cavity  which  had  con- 
tained pus  in  situ.  A dilated  right  ureter  is  noted 
near  the  left  lower  corner  of  the  photograph. 


Figure  II— The  dark  space  below  the  clamp  is  the 
main  suhj)hrcnic  cavity.  Fhe  clamp  holds  the  dia- 
phragm. Fihrinopurulcnt  exudate  can  he  noted  on  the 
lloor  of  (he  al)scess  cavity,  which  is  the  superioi 
border  of  the  right  lobe  of  the  liver.  Fhe  lower  right 
corner  shows  a fibrous  wall  considered  to  be  thickened 
peritoneum,  which  is  continuous  with  the  diaphragm. 
Note  the  medial  demarcation  by  the  falciform  liga- 
ment. Fhe  liver  is  cirrhotic. 


bladder,  stomach,  and  appendix  had  no  in- 
trinsic disease. 

Perinephric  absce.ss'>  -■  is  an  uncommon 
disorder  which  today  is  generally  a complica- 
tion of  local  pyelonephritic  renal  disease. 
The  use  of  antibiotics  is  considered  to  ac- 
count for  the  marked  reduction  of  heinatog- 
enously  seeded  perinephric  abscess  found 
years  ago.  The  symptoms  are  vague  but  fever, 
pain,  and  a mass  are  generally  found.  The 
diagnosis  is  difficult  but  can  often  be  made. 
.Salvatierra  and  his  coworkers'  found  that,  in 
their  series,  a correct  clinical  diagnosis  had 
been  made  in  39  per  cent  and  in  an  addition- 
al 27  per  cent  at  operation.  A subacute  or 
chronic  febrile  episode  with  demonstrable 
renal  disease,  (especially  with  the  presence  of 
a flank  mass)  should  make  one  consider  the 
diagnosis.  An  abnormality  of  the  renal  shad- 
ow and  fixation  of  the  kidney  have  been  con- 
sidered the  best  radiologic  signs.  Elevation  of 
the  diaphragm,  pleural  effusion,  or  a basal 
pneumonic  shadow  are  helpful  associated 
signs.  Therapy  is  incision  and  drainage,  along 
with  antibiotics,  sometimes  with  nephrecto- 
my. Mortality  is  high  even  with  surgery:  in 
the  30  per  cent  range.  Surgical  intervention, 
however,  is  considered  mandatory. 

Subphrenic  abscess  has  shown  alteration  in 
the  antibiotic  era,  progressing  from  a fulmi- 
nant disease  to  an  indolent  process.  The  fever 
is  low-grade  and  the  signs  and  .symjjtonis  non- 
specific, i.e.  malaise,  lack  of  well-being,  ane- 
mia.The  causes  today  are  |M)sto])ci.iii\e 
states  following  gastrectomy,  cholecystectomy, 
splenectomy,  and  after  pancreatit  anil  esoph.i- 
geal  surgery."'  ' The  abscess  mav  appe.u 
years  after  the  original  operative  procedure. 
Perforated  ulcer  and  ruptured  gangrenous 
appendix  are  now  relatively  uncommon 
causes  of  subphrenic  abscess.  Therapy  with 
antibiotics  and  operative  drainage  yields  a 
mortality  of  about  a thiril.'*  " ( h.mce  ol  a 
fatal  outcotne  is  doubled  without  surgic.il 
intervention. 

Radiologic  teihnics  i.in  establish  the  di.igno 
si.s — elevation  of  the  diapluagm,  loss  ol  move- 
ment. and  thickening  of  the  di.iphragm."-  ' 
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Associated  pleural  effusion  and  pneumonic 
changes  are  suggestive.  Four  views  of  the  dia- 
phragm should  be  taken;  PA,  lateral,  PA- 
penetrated  view,  and  lateral-penetrated  view. 

This  case  illustrates  principles  common  to 
both  perinephric  and  subphrenic  abscess, 
i.e.  low  grade  symptomatology,  importance  of 
considering  the  diagnosis,  value  of  radiologic 
findings,  and  the  need  for  surgical  therapy. 

The  ordinary  subphrenic  abscess  is  an  in- 
traperitoneal  process  which  because  of  its  lo- 
cation may  present  a problem  in  method  of 
drainage.^®  A subcostal  incision®  via  the  short- 
est route  to  the  abscess  cavity  (remaining  as 
much  as  possible  outside  the  peritoneal  ser- 
ous cavity)  is  suggested.  Because  of  the  large 
subphrenic  abscess  in  this  case,  its  enclosure, 
its  accessibility  posteriorly,  anteriorly,  and 
laterally,  one  would  expect  surgical  interven- 
tion here  to  present  somewhat  lesser  technical 
difficulty. 

Cirrhosis  underlay  the  infection.  But  our 
case  also  illustrates  how  the  use  of  antibiotics 
can  be  a two-edged  sword,  masking  the  diag- 
nosis and  changing  an  acute  process  into  an 
indolent  one.  The  subsequent  escape  of  mi- 
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croorganisms  from  the  initial  influence  of 
the  antibiotics  in  subphrenic  abscess*  is  con- 
sidered to  be  the  cause  for  clinical  reactiva- 
tion, which  may  be  very  severe. 

The  authors  wish  to  acknowledge  the  technical  as- 
sistance of  Richard  Mendes,  photographer  at  Bergen 
Pines  County  Hospital 
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New  Drug  Testing  Facility 


Biochemical  Procedures,  a clinical  laborato- 
ry in  North  Hollywood,  California,  has  been 
awarded  a contract  by  the  U.S.  Army  to  con- 
duct a drug  identification  program  for  service- 
men in  the  Sixth  Army  and  the  Pacific  Com- 
mand. Biochemical  Procedures  is  an  affiliate 
of  Mead  Johnson  and  Company. 

The  identification  program  will  be  directed 
to  that  part  of  the  Pacific  Command  area  con- 
sisting of  Japan,  Korea,  Hawaiian  Islands, 
and  Okinawa.  In  addition,  seven  Sixth  Army 
facilities  in  the  U.S.  will  be  included  in  the 
program.  This  program  is  part  of  an  Army 
project  to  identify  users  of  drugs.  Urine  sam- 
ples will  be  delivered  to  the  laboratory  for 


analyses  using  sophisticated  technics  under 
the  direction  of  biochemists.  Drugs  which  will 
be  identified  in  the  program  are:  morphine, 
barbiturates,  amphetamines,  and  methadone. 
When  the  analyses  of  the  samples  are  com- 
pleted, the  results  will  be  communicated 
immediately  to  the  appropriate  military  au- 
thorities. 

Because  of  the  growing  seriousness  of  drug 
addiction.  Biochemical  Procedures  has  dedi- 
cated a major  portion  of  its  new  California 
laboratory  to  be  u.sed  exclusively  for  drug 
screening.  The  laboratory  has  the  capability 
to  conduct  10,000  drug  screening  tests  per 
day. 
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PROTEIN  CONTENT/  1 Cup  Prepared  Soup 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Consomme 


Green  Pea 
Hot  Dog  Bean 
Oyster  Stew 
Pepper  Pot 
Split  Pea  with  Ham 
Vegetable  Beef 


When  protein  is  the  focal  point  in  your  patients' 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell's  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Theres  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


ll 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
j ratiosthataffectdifferent  women  differently— in 
; both  short  and  long-term  use.  Some  brands 
I may  be  insufficient  for  the  woman’s  needs  or  else 
' may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References.  1.  Editorial,  Oral  Contraceptives  Which  Pill  for  Which  Patient?  Patient  Care  J:90-U5 
(Feb.)  1969  and  4:135-145  (June  15)  1970  2.  Greenblatt,  R.  B.:  Progestational  Agents  in  Clinical 
Practice,  Med  Sci.  ?S  3749  (May)  1967  3.  Kistner.  R W Gynecolow  Principles  and  Practice,  ed.  2, 
Chicago,  Year  Book  Medicai  Publishers,  1971  4.  Kistner,  R.  W:  The  Pill:  Facts  and  Fallacies  About 
Today's  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968. 5.  Nelson,  J,  FI : Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives,  J.  Reprod.  Med  6:50-55  (Feb  ) 1971  6.  Orr,  G W Oral 
Progestational  Agents:  Therapy  and  Complications,  S.  Dakota  J Med,  2211-17  (Jan.)  1969 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue”) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulen 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg  /mestranol  0,1  mg 


SEARLE 


For  brief  summary  of  prescribing  information, 
see  following  page. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

(^Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
"blue'.’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 

EdrhtdWi'! ' """  I i.  >'  '■  •' 

Oral  contraceptives  are  complex  medications  and.  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


the  Demulen  phase 

Many  women*  who  secrete  more  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

("Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  "pink”) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
• early  breakthrough  bleeding  is  often 

Lyemulen 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  me  g 
Each  pink  tablet  in  Ovulen-28’ and  Demulen"-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-piH  schedules 
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for  the  3 phases  of  Eve: 

a family  of  O.C  products 

Ovulen'  Demulen* 


Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibitingthe  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications- Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain''^  leading  to  this  conclusion,  and  one*  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates*  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts, This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey.  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  3193-199  (April  27)  1968  3.  Vessey,  M.  P,  and  Doll.  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  3651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene.  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90365-380  (Nov.)  1969. 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico 00936 

Enovid-E 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH), 

Indication -Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note.  Contraindications.  Warnings.  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid“E® 

brand  of  norethynodrel  v/ith  mestranol 

Product  of  G.  D Searle  & Co. 

PO.  Box  5110,  Chicago.  Illinois  60680 

Where  "The  Pill" Began  m 
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Early  surgical  resection  is  not  always  the  proper  choice 
in  handling  brain  tumors. 


Management  of  Brain  Tumors 


Ira  S.  Ross,  AA.D./South  Orange* 

Recent  adjuncts  to  medical  treatment  of  brain 
tumors — the  steroids  and  megavolt  radiation 
therapy— call  for  re-evaluation  of  the  timing 
of  medical  and  surgical  intervention.  Corre- 
lated data  from  electroencephalography, 
brain  scan,  echoencephalography,  special  cy- 
tology, and  x-ray,  including  angiography  and 
pneumoencephalography  have  added  to  (but 
not  substituted  for)  clinical  acumen,  based 
upon  the  natural  history  and  knowledge  of 
neuropathology  and  neurophysiology,  includ- 
ing neuropsychology  and  physical  diagnosis. 
Above  all,  however,  an  awareness  of  psychia- 
tric aspects  concerned  is  essential  to  the  prop- 
er management  of  the  patient  and  relatives 
because  meaningful  decisions  must  be  made 
in  time  to  save  vital  function  where  the  quali- 
ty of  life  to  be  saved  depends  so  much  upon 
making  a proper  decision  at  the  proper  time. 
These  technical  decisions  often  rest  upon  ac- 
quiescence and  the  granting  of  permissions  by 
emotionally  disturbed  relatives. 

The  Psychic  Threat  Implied 
and  the  Reaction  Thereto 

No  matter  how  great  the  belief  in  the  dicho- 
tomy of  body  and  soul,  where  disease  concerns 
the  brain  the  reaction  is  holistic.  Change  in 
behavior  is  anticipated  and  fear  enters  the 
attitude  of  concern  for  the  patient.  Profound- 
ly irrational  feelings  are  stirred  by  the  threat 
implicit  in  damage  to  the  brain.  I'he  cardiac 
patient  and  his  family  have  little  reluctance 
to  total  resignation  to  the  mechanistic  routine 
of  the  cardiac  intensive  care  unit  which  in- 
cludes a battery  of  impersonal,  routine,  print- 
ed orders  and  paraphernalia  that  j)reclude  hu- 
man choice  of  decisions  even  concerning  state 
of  consciousness  or  mobility.  However,  great 
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anxiety  and  demand  for  doing  something  cou- 
pled with  subtle  unconscious  resistances  to 
getting  things  done  comes  rapidly  into  the 
scene  where  the  disease  threatens  the  brain, 
not  so  much  perhaps  by  stroke  as  by  tumor. 
This  in  spite  of  the  fact  that  most  brain  tu- 
mors pose  no  immediate  threat  to  life  and 
very  many  may  best  be  left  undisturbed  and 
undisturbing.  However,  very  often  where 
speed  of  decision  does  become  vital,  psychia- 
tric factors  may  prove  insurmoumal)le  to 
proper  handling. 

Surgical  Intervention 
Versus  Medical  Management 

Exploratory  intervention  with  attempt  at  sur- 
gical cure  has  been  the  rule  in  the  first  half  of 
the  twentieth  century.  As  steroid  administra- 
tion has  reduced  the  need  for  mechanical  de- 
conqjression  in  the  presence  of  cerel)ial  ede- 
ma, radiation  therapy  presses  hard  to  make 
surgical  intervention  a last  rather  than  a first 
resort  and  timing  becomes  of  the  essence  in 
the  use  of  current  therapeutic  iiUHlalities. 

Headache,  nausea,  vomiting,  and  papilledema 
are  late  and  terminal  manifestations  of  brain 
tumors.  The  early  recognition  of  brain  tumors 
conceiiis  knowledge  of  the  age  inciilence  ol 
the  various  lesions  and  the  awareness  of  com- 
mon accompanyitig  signs  and  symptoms,  the 
details  ol  which  arc  beyoiul  the  .scope  of  this 
paper.  1 he  range  of  signs  and  svinptoms  ol 
brain  tumors  goes  from  the  asMnptoin.it ic — 
with  no  signs — that  are  discovered  among  in- 
cidental findings  at  autopsy  (as  may  be  the 
case  in  uiuliscovered  meningiomas)  , to  nemo- 
logic  deficits  that  must  be  liveil  with  as  is  the 
case  of  a young  woman  in  inv  pr.utiie  wliose 
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icr,  Livingston,  New  |i’istv. 

,M7 


vision  has  been  impaired  all  her  life  by  a 
supra-sellar  cyst  that  she  and  her  physicians 
and  surgeons  believe  is  better  left  alone. 
Epileptic  symptoms  and  signs  commonly  asso- 
ciated with  brain  tumors  are  many  times  bet- 
ter treated  with  anti-convulsant  medication 
than  with  attempted  surgical  eradication. 
This  is  true  with  a fourteen-year  old  boy  in 
my  practice  with  an  established  diagnosis  of 
parietal  racemose  aneurysm.  There  are  proba- 
bly many  small  astrocytomas  being  treated  by 
anticonvulsants  with  better  quality  of  life 
than  would  be  the  case  were  their  life  experi- 
ence to  include  a craniotomy  and  an  epilepto- 
genic post-operative  scar. 

Where  Time  for  Decision 
and  Management  Counts 

There  are  situations  in  the  diagnosis  and 
treatment  of  brain  tumors  where  timing  of 
intervention  is  of  prime  importance.  Here  the 
art  of  the  physician  is  taxed  to  the  utmost  in 
situational  handling.  Some  brain  tumors  make 
themselves  compellingly  and  rapidly  apparent 
before  the  patient  or  family  can  cope  with  the 
unconsciously  determined  defenses  that 
abound  in  the  face  of  the  obvious  diagnosis. 
The  onset  of  a glioblastoma  multiforme  or 
malignant  change  in  a previously  silent  astro- 
cytoma provides  cases  in  point.  The  diagnosis 
can  oftentimes  be  made  on  the  telephone 
sometimes  before  the  EEG,  echo,  brain  scan, 
or  arteriogram  add  positive  evidence  to  the 
picture.  In  such  instances  speed  is  essential 
because  these  malignancies  spread  with  the 
speed  of  inflammatory  processes.  The  first  ma- 
jor problem  of  management  concerns  the  psy- 
chiatric aspects  of  the  reaction  to  the  diagno- 
sis. The  most  common  might  be  called  the 
“distant  doctor  syndrome.”  It  is  probably  a 
mechanism  of  phobic  displacement  with 
flight.  Invariably  the  patient  with  imminently 
life-threatening  brain  tumor  has  a relative 
who  is  a neurosurgeon  who  does  not  want  to 
be  involved  but  needs  to  have  a friend  in  a 
remote  city  see  the  patient.  Days,  weeks,  and 
lives  are  lost  at  this  stage  of  the  game.  Fur- 
thermore, in  this  situation  where  the  script 
cannot  be  printed  out  like  the  orders  in  an 
intensive  cardiac  care  unit  much  “expertise” 


crops  up  out  of  the  hinterlands  and  it  can  be 
very  threatening.  All  this  adds  to  the  need  for 
“formidable  optimism”  required,  as  Foster 
Kennedy  put  it,  in  a game  where  the  dice  of 
the  gods  are  loaded.  Hostility  abounds  where 
the  threat  to  life  is  veiled  by  the  inscrutable 
exterior  of  the  human  skull.  Not  the  least 
common  reaction  on  the  part  of  a mother  is 
the  apparently  unconsciously  determined  de- 
lusion that  the  man  making  the  diagnosis  has 
put  a curse  on  the  patient.  If  he  had  not 
discovered  the  condition  it  would  not  have 
existed.  A situation  in  point  concerned  a four- 
year  old  boy  whose  mother  had  lost  another 
child.  She  was  reluctant  to  give  permission  to 
necessary  surgical  intervention  and  a neuro- 
surgical colleague  requested  help.  The  child 
had  an  obvious  iter  block.  The  mother  was 
gently  informed  that  the  little  boy  had  all  the 
signs  of  a brain  tumor  and  that  without  sur- 
gery he  would  surely  die.  A lateral  ventricle- 
to-atrium  shunt  saved  his  life  but  his  father 
instituted  suit  for  negligence  because  of  the 
emotional  reaction  of  the  mother  to  the 
presentation  of  the  facts  which  allowed  her  to 
decide  to  give  permission  for  operation.  Some- 
times hostility  is  pitched  with  a mean 
curve. 

Case  Material 

Two  cases  illustrate  the  imjxtrtance  of  timing 
treatment  insofar  as  treatment  timing  delay 
may  affect  the  quality  of  life  that  may  be 
saved.  The  first  concerns  a forty-five  year  old 
engineer  who  complained  of  mild  headache 
for  three  weeks  and  had  numbness  of  his  right 
hand  and  forearm.  History  disclosed  that  he 
had  gross  amnesia  for  two  or  three  business 
conferences  within  the  last  month.  Physical 
examination  showed  very  mild  right  py- 
ramidal signs,  no  papilledema,  right  sided  he- 
mihypalgesia  most  pronounced  in  his  forearm 
and  the  ulner  aspect  of  his  hand  with  no 
speech  deficit,  and  no  cortical  sensory  loss  but 
a suspicious  right  visual  field  cut.  His  sensori- 
um  was  quite  clear  with  the  exception  of  his 
own  awareness  that  he  did  not  remember  the 
content  of  recent  office  conferences.  Specific 
testing  for  retention,  recall,  calculation,  and 
recent  memory  was  otherwise  sound.  The  pa- 
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tient  was  aware  of  the  seriousness  of  the  diag- 
nosis and  remained  throughout  calm,  cooper- 
ative, and  compliant.  His  wife  professed  ut- 
most confidence  which  turned  out  to  be  some- 
thing of  a manifest  conscious  or  unconscious 
denial.  On  hospital  admission,  EEC  and 
echo  were  normal,  as  were  brain  scan  and  initi- 
al arteriography  reading  since  there  was  no 
vascular  displacement.  However,  a delayed 
emptying  vein  according  to  criteria  of  Leeds 
and  Taveras*  gave  indication  of  possible 
malignancy.  Spinal  fluid  pressure,  appear- 
ance, and  routine  cytology  and  chemistry  were 
entirely  normal.  However,  by  special  technic 
of  microfiltered  cytologic  smear  (p>erformed  in 
Dr.  Wertlake’s®  laboratory  for  special  cytology 
at  Saint  Barnabas  Medical  Center  Livingston 
on  two  occasions)  cells  characteristic  of 
glioblastoma  multiforme  with  numerous  mito- 
tic figures  were  demonstrated.  Steroid  medica- 
tion was  started  and  megavoltage  cobalt  radia- 
tion was  directed  primarily  to  the  area  of  the 
left  postero-latero-ventral  nucleus  of  the  thala- 
mus with  secondary  total  brain  irradiation. 
Within  four  days  there  was  improvement  of 
headache,  pyramidal  signs,  and  hemihypal- 
gesia.  There  then  ensued  a delayed  explosion 
of  the  “distant  doctor  syndrome.”  The  pa- 
tient’s wife  had  been  previously  employed  by 
a general  pathologist.  He  was  not  certain  he 
could  tell  anything  about  the  cells  in  the  spe- 
cial cytology  smears  but  he  had  a friend  who 
was  a neurosurgeon  and  neuropathologist 
who,  he  was  certain,  could.  The  pathologist 
was  quoted  as  being  firmly  of  the  conviction 
that  the  patient  should  be  surgically  explored. 
This  led  to  a family  medical  conference,  inter- 
ruption of  radiotherapy,  and  professorial  con- 
sultation with  kith  and  kin  present.  The  pro- 
fessor agreed  with  the  diagnosis  but  felt  that 
steroid  treatment  for  palliation  and  a short 
span  high  quality  of  life  period  was  preferable 
to  radiation  therapy,  the  steroid  to  be  com- 
bined with  chemotherapy  and  radiation  thera- 
py only  to  be  used  as  a last  resort.  He  felt  that 
the  tumor  site  was  not  neurosurgically  acces- 
sible. A consultant  oncologist  did  not  agree 
that  chemotherapy  was  in  order  and  opted  for 
resuming  radiotherapy.  Somehow,  positive 
transference,  the  philosophy  of  da  scin  (the 
patient  was  never  transferred  out  of  the  hospi- 
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tal  and  the  radiation  therapist  stood  by  and 
only  a week  was  lost)  reason,  or  providence, 
prevailed  and  the  family  constellation  settled 
on  the  decision  to  restart  and  carry  through 
with  6500  rads  of  cobalt  radiation. 

The  patient  was  forewarned  of  anticipated 
depressive  reaction  to  his  experience.  His  wife 
was  instructed  in  the  psychiatric  convalescent 
attitude  and  the  need  for  prolonged  dimin- 
ished demand  upon  and  expectation  of  per- 
formance by  the  patient.  Neurologic  signs 
cleared  rapidly  at  first  and  then  slowly.  The 
patient  lost  all  his  hair  and  slowly  regrew  it. 
He  became  moon  faced  and  obese  with  al- 
tered habitus,  sloppy  stance,  and  slow  gait. 
Headache  persisted  but  grew  milder.  The  pa- 
tient’s spinal  fluid  showed  ghost  cells  of  bi- 
zarre form  for  two  months  and  finally  became 
cell-free  even  in  the  filtrate. 

There  was  a recrudescence  of  the  distant 
doctor  syndrome  a month  after  radiation 
therapy  was  completed  when,  without  having 
seen  the  two  slides  showing  malignant  cells 
(but  by  whom  the  family  had  the  arterio- 
grams reviewed),  a neurosurgeon  in  a remote 
city  volunteered  in  writing  that  the  diagnosis 
could  only  liave  been  presumptive  without 
exploration.  A fearful  hazard  to  practice  is 
the  doctor  who  makes  more  money  testifying 
in  court  than  in  providing  medical  care. 

.\s  steroids  were  withdrawn  the  patient  com- 
plained of  arthralgic  knee  and  bursal,  subcal- 
caneal  pains.  Tricyclic  anti-depressants  were 
used  for  the  patient's  somewhat  apathetic  de- 
pression. For  montlis  he  tlid  not  read,  show 
initiative,  or  converse  very  much,  .\spirin  was 
used  for  his  aches  and  jjains.  .\  montli  after 
three  months  of  steroids  were  stopped  a doc- 
tor relative  who  saw  tlic  patient  at  a Bar 
Mitzvah  party  said,  "He  is  liimself  again.”  He 
returned  to  full-time  work  ten  months  after 
the  diagnosis  of  glioblastoma  multiforme  was 
made  and  seven  months  beyond  his  life  expec- 
tancy. 

second  case  concerns  a fortv-seven  year  old 
editor,  lather  of  a twenty-vear  old  son,  lie  fust 
.'xpcrienced  sudden  and  transient  inability  to 
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comprehend  what  he  was  reading  at  work  on 
a Monday  morning.  He  recovered  the  ability 
to  read  in  a few  minutes  but  felt  faint  and 
nauseated  for  a time.  When  seen  in  neurologi- 
cal consultation  three  days  later  he  had  a 
mild  headache,  pupils  and  optic  discs  were 
physiological.  He  had  no  speech  impediment 
but  he  had  a right  crescentic  visual  field  cut 
and  hypalgesia  of  his  right  upper  and  lower 
extremity  with  no  other  pyramidal  signs  than 
diminished  right  arm  swing.  Arteriography 
demonstrated  a tumor  blush  in  the  left  occip- 
ital pole.  A branch  of  the  left  occipital  artery 
leading  to  the  stain  appeared  to  bend  as 
though  around  a small  mass.  His  wife  and  the 
patient  were  appraised  of  the  seriousness  of 
the  situation.  It  was  important  for  her  to 
know  the  possibility  of  encroachment  on  the 
visual  receptive  speech  area  and  the  possibili- 
ty of  the  patient  becoming  alexic  even  during 
treatment,  as  tissue  swelling  at  the  very  least 
had  to  be  anticipated  and  it  was  thought  im- 
portant to  prepare  him  and  her  for  the  tem- 
porary loss  of  the  means  of  his  livelihood  and 
the  core  of  his  identity.  In  this  case  the  first 
“distant  doctor”  was  a relative  who  endorsed 
radiation  treatment  but  requested  consulta- 
tion by  a local  neurosurgeon.  He,  in  turn,  felt 
that  immediate  neurosurgical  intervention 
was  in  order  believing  that  the  tumor  might 
be  removable  without  rendering  the  patient 
alexic.  He  thought  a relatively  benign  tumor 
was  undergoing  malignant  change.  Another 
“distant  doctor”  relative  appeared  from  a re- 
mote town  who  felt  the  patient  should  be 
studied  by  still  another  neurosurgeon  in  a 
nearby  city.  The  patient  was  transferred  to  a 
university  hospital  where  he  sjaent  two 
weeks.  Bilateral  arteriography  was  carried  out 
to  investigate  the  possibility  of  multiple  tu- 
mors. His  partial  hemianopia  became  com- 
plete and  he  became  unable  ,to  read.  During 
this  time,  intensive  steroid  medication  was 
started.  The  last  neurosurgeon  agreed  that  the 
tumor  was  malignantly  invasive  and  that  radi- 
otherapy was  the  treatment  of  choice.  This 
was  carried  out  as  in  the  first  case.  Within 
three  weeks,  on  continued  intensive  steroid 
and  radiation  with  6500  rads,  the  patient  be- 
came able  to  read  fairly  well  and  all  but  a 
peripheral  crescent  of  his  vision  returned  to 


the  right  field.  His  affect  was  pleasantly  apa- 
thetic. His  appetite  became  enormous,  his 
face  round  and  full,  and  his  body  rotund. 
Steroid  dosage  was  diminished  from  .75  milli- 
grams of  Decardon®  four  times  daily  to  .75 
milligrams  daily,  gradually,  in  one  week.  At 
this  dosage  he  experienced  headache.  The 
original  dose  was  restored  but  by  the  follow- 
ing week  the  patient  again  had  right  hemony- 
mous  hemianopia,  alexia  as  well  as  papillede- 
ma, and  increased  knee  and  ankle  jerks.  It 
was  felt  that  recrudescent  cerebral  edema  had 
broken  through  steroid  control  and  that  surgi- 
cal intervention  would  be  necessary  for  those 
elements  of  tumor  not  destroyed  by  cobalt 
radiation. 

The  second  case  like  this  chapter  in  medical 
progress  is  incomplete.  With  the  brain  we 
deal  with  a sealed  box.  Diagnoses  are  made 
most  often  by  deductive  inference.  The  most 
malignant  brain  tumors  are  the  most  radio- 
sensitive. The  least  radiosensitive  tumors  are 
sometimes  relatively  innocuous  and  compati- 
ble with  good  quality  of  life.  This  is  not  to  say 
that  brain  tumors  are  at  any  time  desirable 
attributes.  No  matter  what  the  individual’s 
philosophy,  religion,  or  degree  of  intellectual 
sophistication,  the  brain  is  the  most  emotion- 
ally charged  organ  in  the  body  and  the  ap- 
proach to  treating  it  demands  expertise  of 
patient  and  family  handling,  requiring  heavy 
reliance  upon  psychiatric  knowledge.  Early  di- 
agnosis of  brain  tumors  necessitates  knowl- 
edge of  their  symptoms  and  their  age-related 
incidence.  Treatment  requires  judgment  val- 
ues concerning  the  use  of  steroids,  radiation, 
and/or  chemotherapy  and  the  optimum  tim- 
ing of  neurosurgical  intervention.  The  occu- 
pation of  the  patient  and  the  site  of  the  tu- 
mor pose  problems  regarding  the  quality  of 
life  even  after  successful  intervention.  There 
are  optimum  times  for  decision  for  which  no 
timetables  exist.  The  tendency  to  dissipate  de- 
cision-making to  numerous  and  often  remote 
physicians  may  be  a form  of  unconsciously 
motivated  resistance  endeavoring  to  stop  the 
clock  in  a wish  to  undo  reality.  Like  other 
neurotic  behavior,  it  is  self-defeating.  Every 
time  the  skull  has  to  be  opened  surgically,  the 
problems  of  Pandora  threaten  to  escape.  Early 
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diagnosis  and  radiation  therapy  oiler  treat- 
ment with  the  box  closed,  especially  w’here 
the  diagnosis  is  glioblastoma  mnlti- 
lorine. 

Summary 

1.  Some  malignant  brain  tumors  are  amen- 
able to  radiation  therapy  alone. 

2.  Steroid  treatment  by  ameliorating  cerebral 
edema  can  offset  the  need  for  surgical  decom- 
pression. 

3.  In  the  case  of  malignant  change  in  astrocy- 
tomas, it  may  be  preferable  to  kill  malignant 
cells  first,  hold  down  edema  with  steroids,  and 
resect  the  slower  growing,  radio  resistant  tu- 
mor, if  necessary,  at  a later  date. 


4.  Ciicat  skill  and  niulerstanding  is  needed  to 
offset  what  appears  to  be  unconsciously  deter- 
mined resistances  to  accej)ting  decisions  for 
intervention  in  cases  of  brain  tumors,  by  the 
ruse  of  involving  too  many  doctors,  particu- 
larly relatives. 
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Dealing  with  Personal  Crises 


“Why  can  some  people  bear  up  well  in  the 
face  of  personal  adversity  while  others  floun- 
der, panic,  or  fall  apart?  How  can  we  cope 
constructively  with  a difficult  situation  when 
the  jtrops  seem  knocked  out  from  under  us?” 

These  are  some  of  the  ejuestions  discussed 
by  Theodore  Irwin  in  Iloxo  to  Cof)c  with 
Crisi.s.  This  new  Public  Affairs  Pam|>hlet  is 
available  for  25  cents  from  the  Pidrlic  .Affairs 
Ciommittee,  381  I’ark  Avenue  South,  New 
York  100  Hi. 

Mr.  Irwin  defines  a personal  crisis  as  “a 
critical  transition  point  or  a disruption  of  the 
person’s  ‘steady  state’  of  existence  by  a dis- 
turbing situation  . . . the  victim  is  thrown  olf 
balance.  Por  him,  the  crisis  represents  a turn- 
ing point  for  better  or  worse,  depending  on 
the  decisions  he  makes.”  A “normal”  crisis 
does  not  continue  indefinitely;  generally,  Mr. 
Irwin  writes,  “the  strong  reaction  lasts  from 
one  to  six  Aveeks.”  And  a crisi.s,  he  feels,  can 


shake  up  old  habits  and  can  help  ns  chart 
new  ways.  I he  most  common  read  ion  to  the 
impact  of  trouble  is  bcwililermcnt.  I'he  vic- 
tim may  feel  helpless  and  confused,  and  may 
“search  for  an  answer  that  Avill  deny  the  reali- 
ty of  what  has  happened.”  I'vcntnally  he 
must  decide  whether  “to  stay  and  fight — 
attacking  the  problem  head  on,  trying  to 
manipulate  it,  and  taking  action  " — or  to  at- 
tempt to  (lee  from  reality.  Ollieis,  Irwin 
points  out,  become  bitterly  icsentfid  at  mis- 
fortune, while  some  passivelv  wait  to  be  les- 
cned. 

I'o  show  (he  many  dideient  ways  of  deal- 
ing with  (rises,  liwin  olfcis  c.ise  ilhisii.i 
tioiis  that  lovei  a nnmbei  of  upsetting  ex- 
j)eiienies.  Among  them  are  situations  involv- 
ing .serious  illness  or  .laident;  the  f.nnily 
breadwinner’s  loss  o|  his  jol);  prem.itnre 
birth;  disoKe  oi  separ.itiott;  death  of  some- 
one von  low;  news  of  ,i  fat.d  illness;  ,ind  ps\- 
thologic  .il  cmeigciu  ies  ol  (hildicn. 
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Pre-Sate  ® 

(chlorphentermine  HCI) 

CAUTION;  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (/.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types;  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings;  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence;  Drugs  of  this  type  have  a poten- 
tial lor  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  fhat  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions;  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  Insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System;  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular;  tachy- 
cardia. palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine;  changes 
in  iibido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration;  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage;  Manifestations;  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied;  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 

WARNF.R-CHILCOTT 

Division,  W.qrner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


THE  JOIIRN.AI,  OF  THE  MEDIC.AL  .SOCIEI  Y OF  NEW  JERSEY 


fchlorphenteriniiie 

opiY  * 

^ the  trend  is 

toward  our  kind 
of  anorectic 


Not  a controiled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Controi  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caioric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


Everybody  experiences  psychic  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


I Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
II  plished  its  therapeutic  task.  In 
i general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  a\  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
' be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
i complete  mental  alertness,  such 
i as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
pilaints  which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxietv,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  h)  persensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  .standard  anti- 
convulsant  medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  .severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  w ith  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacologv  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  w ith  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  idtin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  .speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticit)',  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  (Kcur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periiKlic  IiKhkI 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  lension,  anxiety  and  psychoncurotic  states,  2 to  10  mg 
b.i.d.  to  (].i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.il.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  (|.i.d.;  adjunctiwiy  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  t|.i.d.  (Icruitrii  nr 
di'hilitutcd pulifuts:  2 to  I'h  mg,  1 or  2 times  daily  initialh', 
increasing  as  nccilcd  and  tolerated.  (Sec  Precautions.)  Children: 

I to  2V2  mg  t.i.il.  or  ij.i.il.  initialls . increasing  as  ncciieil  .mil 
tolerated  (not  for  use  imilcr  6 months). 

Supplied;  \alium’'  (diazcnam)  l.iblcts,  2 mg,  5 mg  ,md 
10  mg;  bottles  of  100  anil  500.  \ll  strengths  also  .iiaiLilile  m 
del  •I'.- Dose  packages  of  1000. 
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To  help  you  manage  excessive  psychic  tension 


100  Tablets 

Uticlllln"'  VK 

IftAOlVAR''  ^1 

'potassium  Phenoxym*'"' 
'Penicillin  Tablets.  U.S-P  ' 


Upjohn 


250  mg. 

(400,000  Units) 


Ca«H 


Federal  Ian 

®'Xf>en»ing  without  prescne*"'^ 


ohib'** 


UticillinVK 

(potassium  phenoxymethyl  penicillin, US.P, Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Foot  imbalance  is  here  offered  as  a cause  for  the 
chondromalacia  that  afflicts  so  many  7 unnet:,. 


Chondromalacia  in  Runners 


George  A.  Sheehan,  M.D./Red  Bank 

Chondromalacia  of  the  patella  is  one  of  the 
most  frequent  of  the  non-traumatic  athletic 
injuries.  Almost  20  per  cent  of  distance  run- 
ners polled  by  a national  magazine.  Runners 
World,  suffered  knee  symptoms  sufficient  to 
interrupt  and  even  end  their  running  careers. 
America’s  new  middle-aged  athletes  (ac- 
cording to  reports  of  the  American  Academy 
of  Orthopedic  Surgeons)  are  limping  to 
physicians  in  record  numbers  with  knee  prob- 
lems. Most  of  these  difficulties  are  due  to 
chondromalacia.  Etiology  of  this  disease  re- 
mains a mystery.  Recent  reviews  point  out  a 
lack  of  consensus  on  what  initiates  and  con- 
tinues the  damage  to  the  patella. 

Review  of  the  literature  reveals  a variety  of 
recommended  therapies.  Rest  leads  the  way, 
followed  by  Butazolidin®,  steroid  injections, 
immobilization,  quadricep  exercises,  trans- 
plantation of  the  tibial  epiphysis,  and  oper- 
ation with  shaving  of  the  patella.  None  seems 
to  afford  more  than  temporary  relief. 

My  personal  experience  as  a runner  has  con- 
vinced me  that  chondromalacia,  in  many  in- 
stances, if  not  most,  stems  from  an  imbalance 
in  the  foot.  Thus,  in  my  daily  run,  traveling 
against  traffic  was  a painless  outing,  but 
should  I run  with  traffic,  I would  soon  de- 
velop j)ain  in  my  left  knee  which  would  wor- 
sen with  each  session.  The  apparent  source  of 
the  difficulty  was  that  the  crown  of  the  road 
caused  me  to  run  on  the  inside  of  my  left  foot 
traveling  with  traffic,  but  on  the  outside  while 
going  against  it. 

Shortly  thereafter  I began  a corresj)ondence 
with  a first-class  ritnner  who  had  been  suffer- 
ing with  symptoms  of  chondromalacia  for 
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more  than  two  years.  Running  despite  severe 
pain,  he  was  able  to  confirm  the  fact  that 
running  on  the  outside  of  the  loot  relieved  his 
symj)toms.  Unfortunately,  we  did  not  take 
the  next  logical  step  until  he  developed  arch 
symptoms.  After  these  developed,  he  had  in- 
serts made  and  soon  was  running  long  dis- 
tances without  trouble.  Within  a short  period 
of  time  he  ran  the  fastest  marathon  of  his 
career. 

His  case  and  two  others  are  briefly  summar- 
ized. 

Case  One:  A 2fi-year  old  ex-Maiiue  with  a 
two-year  history  of  typical  chondromalacia 
treated  with  rest,  Butazolidin®,  and  steroid 
injections  became  free  of  jtain  after  supports 
were  made  by  his  podiatrist  from  molding  and 
cast  of  foot. 

Case  Tivo:  I'he  patient  developed  signs  and 
symptoms  of  choiulromahu  ia.  maile  worse 
while  running,  and  when  seen  by  a podiatrist 
was  found  to  have  a short  first  metatarsal  with 
excessive  pronatiou.  .\fter  insertions  of  correc- 
tive support  he  became  asymptomatic,  .ind  in 
ten  days  returned  to  number  one  position  on 
his  team. 

Case  Three:  .\  28-year  old  runner,  with  a 
three-month  historv  of  knee  pain  duc‘'to  chon- 
dromalacia, unimpiovrd  hy  test,  had  (on  his 
ownl  houglu  and  tried  arch  supports  and  re- 
ported lh.it  “in  one  week  I was  .ihic*  to  run 
with  no  pain  whatsoever.’’ 

(’.hondromalacia  is  an  ovetuse  svndrome  of 
unknown  etiology.  Evidence  is  here  presented 
that  the  additional  f.ictcsr  to  o\ eru.se  (.'iOOO 
foot  strikes  a training  dav  ‘>0  a minuie  hvr 
one  hoitr)  is  a pecnliarlv  susc c-ptiblc-  indi- 
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vidual.  This  susceptibility  arises  from  an  un- 
stable foot  with  the  mechanical  imbalance 
transmitting  a torque  to  the  knee  and  caus- 
ing the  patella  to  override  on  the  lateral  con- 
dyle. What  confirms  the  foot  as  the  source  of 
the  problem  is  that  knee  pain  is  relieved 
when  the  crown  of  the  road  throws  the  run- 
ner on  the  outside  of  the  foot  (reversal  of 
direction  on  the  track  will  do  the  same  thing) 
and  that  corrective  inserts  give  permanent 
help. 

Overuse  alone  is  not  the  cause.  Although  the 
physician  may  be  surprised  or  even  appalled 
at  the  distances  covered  daily  by  these  run- 
ners, he  should  be  aware  that  many  athletes 
are  completely  asymptomatic  running  70  to 
100  miles  a week. 


We  need  a fresh  look  at  all  overuse  syndromes 
of  the  leg,  knee,  hip,  and  back  to  see  if  abnor- 
malities of  the  foot  are  present.  Repeated 
stress  fractures  (I  know  of  one  runner  tvho 
had  a stress  fracture  every  year  in  college) 
point  to  a basic  mechanical  problem  involv- 
ing the  foot-leg  relationship. 

This  basic  abnormality  of  the  foot  must  be 
diagnosed  before  we  can  give  overuse  victims 
anything  more  than  palliative  treatment.  Our 
best  help  in  these  injuries  is  a thorough  inves- 
tigation of  the  foot  and  the  foot  strike.  Podia- 
trists, who  have  outstripped  orthopedic  surge- 
ons in  diagnosis  and  even  more  in  treatment, 
especially  in  the  molding  and  casting  of  cor- 
rective inserts,  should  be  consulted  for  their 
valuable  aid. 


79  West  Front  Street. 


Target:  Alcoholism 


The  government  has  elevated  alcoholism  as  a 
priority  target  with  the  1972  submission  to 
congress  of  the  first  special  report  on  alcohol 
and  health.  The  report  contains  current  in- 
formation on  the  health  consequences  of 
using  alcoholic  beverages.  No  recommenda- 
tions for  legislative  action  are  being  sub- 
mitted at  present. 

A $200,000  campaign  has  been  started  by  the 
HEW  Department  to  call  the  public’s  atten- 
tion to  warning  signs  of  alcoholism  and  to 
discourage  drinking  to  excess.  Although  the 
first  efforts  will  be  made  in  the  public  educa- 
tion field,  the  government’s  prime  emphasis 
remains  on  rehabilitation  and  treatment. 

The  120-page  report  summarized  current 
scientific  knowledge  on  the  health  conse- 
quence of  using  alcoholic  beverages,  and  rep- 
resents the  first  part  of  a three-year  compre- 
hensive study  being  undertaken  by  the  Na- 

From  ihe  February  29,  1972  release  of  the  ^Vashington, 
D.C.  office  of  the  AMA. 


tional  Institute  of  Alcohol  Abuse  and  Alco- 
holism to  help  the  nation  combat  alcohol- 
related  problems. 

In  the  initial  fact-finding  phase,  NI.AAA  es- 
tablished a consultant  task  force  to  gather 
and  develop  information,  analyze  existing  lit- 
erature and  to  identify  those  human  health 
problems  that  are  correlated  with  the  use  and 
abuse  of  alcohol. 

Subsequent  phases  will  design  and  test  meth- 
odologies for  assessing  precisely  and  com- 
pletely the  ways  alcohol  affects  selected  areas 
of  well-being,  as  well  as  identifying  the  most 
feasible  methods  for  mounting  effective  pre- 
vention and  treatment  programs  in  the  field 
of  alcohol  abuse  and  alcoholism. 

The  report  said  that  alcohol  is  the  most 
abused  drug  in  the  United  States,  estimating 
that  there  are  now  9 million  alcoholics  or 
problem  drinkers  in  America — almost  10  per 
cent  of  the  work  force. 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey  —'The  BuUd 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastoUc  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^ and 
the  "Framingham  Study"  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Build  iind  Blood  Pressure  Stud]/.  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  213:1143-1152,  Aug.  17,  1970. 

3.  Kannel,  William  B.,  et  11I.:  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  21-/:301-310,  Oct.  12,  1970. 

4.  Kirkendall,  Walter  M,:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971, 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "WhaT  s 
With  Hypertension  These 
Days?"^  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 

Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURlL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  ad  justmentsare  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURlL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURlL 
usually  maintains  its  antihyperten- 
sive effect  even  when  m S □ 

therapy  is  prolonged. 

SHARF\ 

DOHMl 
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HydroDIURlL 

(.  Hyd  roc  h Ion  4 h ia  z idc|  M SD^ 
Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydrcOURIC 

(Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  nuld  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods 
with  a high  potassium  content.  Similarly,  any  chloride 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largely 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  may  be 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck  merqk 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  IVesf  ^ARA 
Point.  Pa.  19486  DOHME 
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Preoperative  irradiation  can  reduce  dissemination  of 
mammary  cancer  cells. 


Preoperative  Irradiation 
of  Breast  Cancer* 


Louis  J.  Sanfilippo,  M.D. /Livingston 

Survival  for  cancer  of  the  breast^^  has  shown 
little  improvement  in  the  past  three  decades.®^ 
Conventional  radical  mastectomy  still  pro- 
duces a five-year  recurrence  rate  of  20  per 
cent  in  cases  without  node  invasion,  and  close 
to  70  per  cent  tvhen  nodes  are  positive.^ 
Failure  occurs  because  cancer  cells  are  dis- 
seminated prior  to  (or  at  the  time  of)  sur- 
gery. Some  evidence  indicates  that  preopera- 
tive irradiation  may  prevent  surgical  dissemi- 
nation, and  improve  results.  Purpose  of  the 
report  is  to  examine  these  data  and  suggest 
avenues  for  further  study. 

Surgical  dissemination  occurs  when  periph- 
eral extensions  of  the  tumor  and  natural 
barriers  are  cut  across.**  Tumor  cells  may 
also  implant  in  the  wound,  or  gain  access  to 
the  lymph  or  vascular  system  through  the  cut 
ends  of  the  vessels.  Increased  tissue  pressure 
during  surgical  manipulation  may  force 
tumor  cells  into  lymphatics  or  blood  vessels 
or  dislodge  cells  already  there.  Roberts*® 
found  that  showers  of  tumor  cells  were  re- 
leased into  the  blood  during  operation  in  9 
per  cent  of  205  cases. 

The  incidence  of  vascular  metastases  was  39 
per  cent  in  those  with  circulating  tumor  cells 
at  surgery  and  18  per  cent  in  those  without. 
Survival  at  5 to  10  years  was  significantly  less 
in  those  with  positive  bloml  samples,  8 per 
cent  versus  16  per  cent,  when  no  tumor  cells 
were  detected. 

Preoperative  irradiation  may  reduce  the  risk 
of  surgical  spread  in  several  ways.  It  can  de- 
stroy or  inactivate  tumor  cells,  eradicate 


peripheral  tumor  extensions,  produce  fibrosis 
of  lymphatics,**  and  enhance  local  and  general 
host  immunity  to  tumor  cell  implantation.  It 
may  also  augment  surgery  by  destroying  oc- 
cult tumor  extensions  or  lymph  node  metas- 
tases beyond  the  scope  of  resection. 

Experimental  Data 

“Sublethal”  doses  (i.e.  less  than  curative 
doses)  appear  to  have  profound  effects  on 
tumor  and  host.  Several  types  of  mouse 
tumors  were  irradiated  in  vivo  with  a sub- 
lethal  dose  of  2000  rads.  Suspensions  of  the 
irradiated  cells  rvere  injected  24  hours  later 
into  veins,  subcutaneous  tissues,  and  arti- 
ficially produced  wounds  of  other  mice.  The 
proportion  of  “takes”  was  reduceil  by  90  per 
cent  compared  with  control  inice  given  non- 
irradiated  tumor  cells.** 

Single  doses  of  2000  rads  preoperatively  to 
4Valker  256  Carcinosarcoma  in  rats  (a  third 
of  “curative”  dose)  reduced  the  local  recur- 
rence rate*®  from  51  per  cent  with  surgery' 
alone,  to  22  per  cent.  Surgical  excision  of 
C3H  mouse  mammary  carcinomas  produced 
local  recunences  in  61  per  cent  at  100  days; 
only  41  per  cent  deveIo|X‘d  recurrence  with 
2000  rads  and  excision  six  days  later.  No 
significant  decrease  occuneil,  however,  if 
surgery  was  performeil  one  or  12  days  after 
irradiation.*® 

F.lfects  of  pre-  and  post(»perative  irradiation 
on  C31I  mouse  lymphosarcoma  were  (om- 
paied  to  scvevti!  dose  le\els.  C-ure  rates  weic 
found  to  be  superior  with  preopetative  tie.it- 
ment.  althougli  the  dilfetence  gr.idually  di- 
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minished  as  the  dose  approached  the  curative 
dose  of  3000  rads.  Small  doses  were  much 
more  effective  if  given  preoperatively.  The 
“cure”  rate  with  500  rads  was  77  per  cent 
when  given  preoperatively,  44  per  cent  if 
given  postoperatively,  and  34  per  cent  with 
surgery  alone.-^ 

Results  were  thought  to  be  inferior  if  surgery 
preceded  irradiation  because:  (1)  Edema  and 
disturbed  blood  supply  in  the  tumor  bed  re- 
duced oxygen  tension  and  lowered  radiosensi- 
tivity; (2)  Surgery  disseminated  tumor  cells 
beyond  the  margins  of  irradiation;  and  (3) 
Surgery  may  have  produced  an  immunologic 
derangement  at  the  operative  site  due  to  a 
block  of  cellular  or  circulator)'  antibodies. 

Irradiation  of  aerobic  mammalian  tumor  cells 
in  vivo  and  m vitro  has  demonstrated  that 
sublethal  doses  of  500  to  2000  rads  will  reduce 
the  viable  cell  population  by  90  per  cent,  al- 
though much  larger  doses  (in  the  range  of 
5000  to  7000  rads)  are  required  for  complete 
sterilization.-® 

Response  to  iiTadiation  is  not  only  affected 
by  dose  but  also  by  the  size  of  the  tumor  mass 
and  degree  of  oxygenation.  Suit^“  found  that 
the  sterilizing  dose  progressively  diminished 
as  the  size  of  imidiated  tumor  nodules  was 
reduced.  A tumor  nodule  with  100,000 
aerobic  cells  required  2380  rads  for  eradica- 
tion,’® in  contrast  to  1240  rads  for  a nodule 
with  100  cells.  Well-oxygenated  cells  may  be 
more  radiosensitive  by  a factor  as  high  as  2.8 
compared  with  severely  hypoxic  cells.’  Hence, 
small  well-oxygenated  tumor  foci  at  the 
periphery  of  a mass  or  in  lymphatics  may  be 
destroyed  with  doses  below  those  required  to 
sterilize  the  main  tumor  mass.  This  difference 
tends  to  diminish  with  fractionation  of  doses; 
as  the  tumor  mass  regresses,  the  oxygenation 
of  tumor  tissue  improves. 

rransplantalioii  of  tumor  into  host  tissues  is 
retarded  by  prior  irradiation  to  the  tumor 
bed.  Single  doses  of  1500  to  3000  rads  have 
been  shown  to  suppress  tumor  “takes,”  prob- 
ably by  retardation  of  capillary  “budding” 
and  change  in  vascular  function.®® 


Higher,  necrotizing  doses  to  tumors  appear  to 
affect  general  host  resistance.  In  a recent 
study,  4000  rads  x 1 given  to  allogeneic  and 
isogeneic  tumors  in  mice  sustained  the  ability 
of  the  host  to  destroy  small  cancer  implants. 
The  incidence  of  lung  metastases  was  nearly 
doubled  when  the  tumor-bearing  foot  was 
amputated®  compared  with  destruction  by 
irradiation;  74  per  cent  versus  42  per  cent. 

Clinical  Data 

Generally,  preoperative  irradiation  has  been 
administered  at  three  dose  levels:  low — 2500 
rads  or  less;  moderate — 3000  to  4000  rads;  and 
high — 5000  to  6000  rads.  Low  dose  preopera- 
tive irradiation,  given  in  large  fractions  of 
400  to  500  rads,  has  been  tried  with  apparent 
benefit  in  cancers  of  the  esophagus,®^  blad- 
der,®® neck,®®  larynx,’®  and  lung.®®  The  only 
experience  with  low  preoperative  doses  for 
breast  cancer  is  that  of  Nakayama.®®  He  ad- 
ministered single  doses  of  2000  rads  to  the 
breast  and  axilla  and  operated  a few  days 
later.  He  reported  no  untoward  effects  of 
irradiation  and  a two-year  survival  of  100 
per  cent  in  30  patients. 

Large  clinical  studies  of  breast  cancer  with 
higher  dose  levels  of  preoperative  irradiation 
and  greater  fractionation  have  been  con- 
ducted at  three  major  centers  in  three  differ- 
ent countries:  The  Anderson  Hospital  in 

Houston;  the  Toronto  General  Hospital  and 
Toronto  Cancer  Institute:  and  the  Institut 
Gustave  Roussy  in  Paris.  In  these  centers, 
preoperative  radiotherapy  encompassed  the 
breast,  chest  wall,  and  regional  lymphatics. 

At  the  Anderson  Hospital,  preoperative  ir- 
radiation has  been  tried  prior  to  radical 
mastectomy  for  borderline  operable  and/or 
surgically  disturbed  tumors.  Lesions  are  bor- 
derline operable  when  greater  than  5 centi- 
meters in  diameter,  with  skin  edema  or  fixa- 
tion over  the  tumor  only,  or  low  or  midlevel 
axillary  nodes  greater  than  2 centimeters  in 
diameter.” 

Tumors  with  disturbed  biopsy  sites  (hema- 
tomas, ecch)  inoses,  infection)  from  open  bio|> 
sies  elsewhere  were  noted  initially  to  have 
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chest  wall  recurrence  of  33  per  cent  after 
radical  mastectomy  alone.®^  Preoperative  ir- 
radiation with  Cobalt  60  consisted  of  approxi- 
mately 4000  rads  in  four  weeks  to  the  breast 
and  chest  wall.  Lymphatics  received  4000 
rads  to  the  mid-axilla,  and  4500  rads  to 
the  internal  mammary  and  supra-  and  in- 
fraclavicular  nodes,  given  in  five  weeks.® 
Radical  mastectomy  was  performed  5 to  6 
weeks  later.  If  surgery'  was  delayed  less  than 
five  weeks,  the  tissues  were  found  to  be  quite 
vascular  with  increased  blood  loss.  At  8 to  9 
weeks,  the  tissues  became  adherent  and  diffi- 
cult to  separate. 

No  increased  incidence  in  ]>ostoperative  com- 
plications occurred.  This  was  in  contrast  to  a 
five-fold  increase  after  jjreoperative  irradia- 
tion of  3500  to  4000  rads  with  250  kilovolts. 
Results  were  impressive.  The  ten-year  sur- 
vival rate  of  335  patients  was  61  per  cent.  The 
most  significant  increase  was  in  patients  with 
positive  axillary  nodes:  41  per  cent  compared 
with  23  per  cent  with  radical  mastectomy 
alone  and  28  per  cent  with  postoperative  ir- 
radiation. Chest  wall  recurrence  rate*'  was 
only  4.5  per  cent. 

In  I’oronto,  preoperative  irradiation  has  been 
the  jjractice  since  the  1930’s— in  all  stages, 
and  combined  with  simple  or  radical  mastec- 
tomy.'*  Most  patients  had  locally  advanced 
disease  and  received  radical  mastectomy.  Pre- 
operative doses,  mostly  given  with  a lOOkV 
unit,  were  4500  rads  in  four  weeks.  Here  the 
over-all  survival  of  467  cases  with  jjrcoperative 
irradiation  was  35  per  cent  at  5 years  and  18 
]jer  cent  at  10  years,  and  was  superior  in  those 
with  radical  mastectomy.  Most  of  the  cases 
correlated  with  the  International  TNM  Stage 
III  group.  Survivals  of  192  cases  in  this 
grouj)  treated  with  ])reoperativc  irradiation 
and  radical  mastectomy  were  31  per  cent  at 
5 years  and  16  jjer  cent  at  10  years.  I'he 
authors  concluded  that  salvage  was  im|)roved 
significantly  by  preoperative  irradiation. 

At  the  Institut  Gustave  Roussy,  preo]icrative 
cobalt  irradiation  was  given  to  patients  in  a 
clinical  category  with:  tumor  over  7 (Ciiii- 
meters,  skin  involved  with  jjeau  il’orange  be- 
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yond  the  tumor,  complete  fixation  to  the  pec- 
toral muscle,  or  incomplete  chest  wall  fixa- 
tion.® Radiotherapy  was  given  initially  to  the 
242  cases  in  this  group.  Of  these  152  sub- 
sequently underwent  simple  mastectomy 
(with  or  without  axillary  dissection)  after 
receiving  4500  rads  in  one  month.  The  re- 
mainder were  treated  with  radiation  alone 
because  of  local  or  general  contraindications 
or  refusal  of  patients  to  undergo  surgeiy. 
Five-year  results  after  preoperative  irradia- 
tion and  simple  mastectomy  were  39  per  cent, 
compared  with  12  per  cent  for  radiotherapy 
alone. 

Initial  radiotherapy  was  also  given  to  35  j)a- 
tients  with  chest  wall  fixation.  In  only  six 
did  irradiation  of  4500  rads  in  one  month 
make  surgery  feasible.  The  five-year  survival 
was  similar  in  those  with  combined  treatment 
or  with  radiotherapy  alone,  17  j>er  cent  and 
12  per  cent  respectively. 

No  significant  studies  have  been  conducted 
with  high  dose  preoperative  irradiation  of 
breast  cancer. 

Radiosensitivity  of  Breast  Cancer 
Clinical  studies  indicate  directly  and  indi- 
rectly that  the  tumor  lethal  dose  has  a wiilc 
range  and  is  related  to  tumor  si«\  Higher 
doses  are  reejuired  for  large  ma.sses  becau  e 
they  contain  more  cells  and  a greater  fraction 
of  hypoxic,  or  radioresistant,  cells.  W’eilge 
resection  and  irradiation  of  1500  rads  in  loin 
weeks  for  early  caninomas  h;is  achieved  a 
.survival  rate  of  (i2  per  cent  fiee  ol  disease 
from  3 to  20  vears.  Fhe  loud  reiurreiue  rate 
was  11  per  cent  and  only  5 pet  lent  in 
lyiu|)hatics.®®  Lesions  inopetable  bv  triple 
l)io])sy  (riteri;i  of  Haagensen  (m.mv  ol  whiih 
were  ovei-  5 amtimeters  in  diameter)  received 
7000  rads  to  the  primary  site  ;ind  ,MU)0  r.ids  to 
chest  wall  and  lymphiil ivs.  1 he  5 vear  survival 
was  60  per  cent  and  lO  ye.ir  w.is  30  per  icnt. 
with  stcrili/ation  of  miiroscopii  Ivmph  node' 
disease  ]>roveil  in  a nmnbei'  ol  cases."  1 ven 
higher  doses  were  tried  to  lontiol  m<ve  loi.dlv 
advanced  disease,  inoperable  bv  ll.iageusens 
clinical  criteri.i.  Hoses  ol  7501'  to  9t)00  r ids 
in  1>  to  10  weeks  given  to  the  ptimaiv  tumm 
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produced  a local  recurrence  rate  of  22  per 
cent,  with  27  per  cent  alive  at  five  years  and 
10  per  cent  at  ten  years.^^ 

Control  of  lymph  node  disease  is  similarly 
dependent  on  dose  and  tumor  size.  In  a large 
randomized  study,  the  incidence  of  supra- 
clavicular metastases  in  cases  with  postopera- 
tive irradiation  of  3250  rads  in  three  weeks 
was  reduced  to  6 per  cent,  compared  with  17 
per  cent  in  those  without  irradiation.^s  Fletch- 
er® concluded  from  a review  of  a large  series 
that  4500  rads/5  weeks  can  control  80  to  90 
per  cent  of  non-palpable  lymph  node  disease 
(subclinical  aggregation  of  cancer  cells).  Palp- 
able axillary  or  supraclavicular  nodes  of 
moderate  size  are  controlled  in  90  per  cent  of 
cases  with  doses  of  6000  to  7000  rads  in  6 to  7 
weeks.® 

Protocol  for  Preoperative  Irradiation 

A suggested  protocol  for  preoperative  irradia- 
tion is  listed  in  Table  1 and  is  similar  to  that 
recommended  by  Murphy.®® 


tolerated  after  5000  rads  to  the  chest  wall  and 
higher  doses  to  the  primary  site  through 
small  ports. 

Low  dosage  is  advocated  for  early  disease  be- 
cause it  is  probably  sufficient  to  destroy  or  in- 
activate a large  proportion  of  tumor  cells  and 
thereby  prevent  surgical  dissemination.  How- 
ever, the  intensity  of  the  course,  2000  rads  in 
5 fractions  in  one  week,  make  it  biologically 
equivalent  to  3000  rads  in  four  weeks.®  This 
is  still  considered  sublethal;  therefore,  post- 
operative irradiation  should  be  given  to  the 
peripheral  lymphatics:  2000  rads  in  two 
weeks,  when  nodes  are  positive  at  surgery. 

Progressively  higher  doses  are  recommended 
for  larger  more  advanced  primary  tumors,  and 
axillary  node  spread.  The  scheme  for  border- 
line operable  lesions  is  the  same  as  that  of 
the  Anderson  Hospital.  For  locally  ad- 
vanced lesions  of  limited  extent,  more  clinical 
data  are  needed  to  determine  if  they  are  best 
treated  by  4500  rads  and  radical  mastectomy, 


Table  I 


Suggested  Protocol  for  Preoperative  Irradiation 
Stage  Technic 

Ear/))— Primary  <5  cm.  without  extension.  Palpable  2000  rads  in  one  week* 
mobile  axillary  nodes  <2.5  cm.  D. 

Borderline  Operable 

Primary  >5  cm.  Skin  edema  or  fixation  over  tumor  4000-4500  rads  in  one 
only.  month 

Multiple  low  or  midlevel  mobile  axillary  nodes  >2-5 
cm.  D. 


Locally  Advanced 

A.  Skin  involvement  beyond  the  tumor  mass  <i/2 
breast. 


Fixation  to  pectoral  muscle. 

Axillary  nodes  large,  multiple  or  with  limited 
fixation. 


4000-4500  rads  in  one 
month 

— or— 

5000  rads/5  weeks  + 
2000  rads  to  residual  Ca 


B.  Skin  involvement  breast. 
Chest  wall  fixation. 

Massive,  fixed  axillary  nodes. 


5000  rads/5  weeks  -{- 

2000  rads  to  residual  Ca 
— or— 

Rapid  palliation 


Surgery 

Immediate  Radical 
Mastectomy 


Radical  Mastectomy  in 
5-6  weeks 


Radical  Mastectomy* • 

in  5-6  weeks 

— or— 

Simple  Mastectomy**  in 

2-3  months 

— or— 

Radiotherapy  alone 

Radiotherapy  alone 
— or— 

Simple  Mastectomy**  in 

2-3  months 


* Supplement  with  2000  rads  in  2 weeks  post-operatively  to  peripheral  lymphatics  when  nodes  are  -p  at  sur- 
gery. 

**  If  response  is  favorable,  and  the  plane  of  surgical  resection  appears  free  of  gross  tumor. 


Radical  mastectomy  is  not  advised  after  pre-  or  5000  ratls  jilus  2000  rads  to  the  primary 

operative  doses  in  excess  of  4000  to  4500  rads,  site  and  simple  mastectomy,  or  by  radio- 

However,  simple  mastectomy  should  be  well  therapy  alone. 
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Extensive  locally  advanced  lesions  may  not 
be  suitable  for  curative  treatment  and  should 
be  given  palliative  irradiation  only.  Selected 
cases  may  receive  radical  treatment  with 
radiotherapy  alone  or  combined  with  simple 
mastectomy  if  the  lesion  becomes  resectable. 

Summary 

Little  improvement  in  survival  for  breast 
cancer  has  occurred  in  the  past  thirty  years. 


Experimental  and  clinical  data  have  been 
presented  to  show  that  preo|jerative  irradia- 
tion can  reduce  local  disseminaiion  at  surgery 
and  may  prevent  systemic  spread  as  well. 
Further  clinical  investigation  appears  war- 
ranted. A protocol  for  preoperative  irradia- 
tion according  to  clinical  stage  is  suggested. 

A bibliography  of  34  citations  will  be  found  in  the 
author's  reprints. 


44  Old  Short  Hills  Road 


Vaccines:  A Success  Story 


Basic  research  in  virology  and  immunology  is 
paying  off  through  enhanced  ability  to  pro- 
duce effective  vaccines.  Dr.  Saul  Krugman  of 
the  New  York  University  School  of  Medicine 
devised  two  new  vaccines  against  serum  hepa- 
titis. Active  immunization  prevented  serum 
hepatitis  in  a small  group  of  children  innocu- 
lated;  passive  immunization  with  hepatitis  B 
immune  serum  globulin  was  70  per  cent  effec- 
tive in  the  same  study  group.  The  vaccines 
are  in  short  supply  and  perfection  for  general 
use  may  take  several  years. 

Researchers  at  the  University  of  Illinois  have 
taken  a giant  step  toward  the  development  of 
a human  vaccine  against  malaria.  They  pro- 
tected rhesus  monkeys  against  a form  of 
malaria  normally  lethal  to  them.  This  is  the 
first  time  a partially  purified  material  isolated 
from  malarial  parasites  has  been  used  to  pro- 
tect primates.  Current  studies  are  narrowing 
down  what  actually  is  responsible  for  confer- 
ring protection. 

The  U.S.  Public  Health  Service  no  longer 
recommends  routine  universal  smallpox  vac- 
cination in  the  United  States.  T his  is  the  first 
time  a disease  as  internationally  widespread 
as  smallpox  has  been  brought  under  control. 


There  is  another  new  vaccine  in  the  making— 
for  syphilis.  Dr.  James  Miller  of  the  UCL.\ 
School  of  Medicine  repiorted  that  he  and 
coworkers  had  successfully  immunized  rabbits 
against  experimental  syphilis.  An  apparent 
complete  immunity  was  developed  in  the  ani- 
mal, he  said,  after  administration  of  the  vac- 
cine over  a 37-week  period.  The  next  step 
will  be  to  reduce  the  time  and  quantity  of 
dosages. 

The  first-year  experience  with  rubella  vaccine 
was  highly  successful.  It  gave  protection  from 
the  disease  with  few  side  effects.  Reported  in 
the  Journal  of  the  American  Medical  Associa- 
lion,  the  summary  said  vaccination  against 
rubella  is  the  “best  of  ilie  options  cunently 
availalde  for  jneventing  maternal-fetal  rubel- 
la.” 

new  triple  vaccine  against  measles-mumps- 
rubella  was  approved  by  the  Footl  and  Drug 
Administration  atid  foinul  safe,  simple,  atul 
elfcctive.  The  particular  ailvantage  of  the 
triple  ajv-pioach  is  that  only  one  contact  with 
a child  is  neeilea  '■onfer  protecHon  .ig.iinst 
all  time  diseases — esiwuau.  :.,iuoii.int  in 
areas  dillicult  to  tea*  h on  more  tli.m  otu  . 
. asion. 


\’()I..  (i9-Nl'MIJKR  C-JUNE,  1972 


H>john’s  low-priced 
erythromycin 


1 


I i 


I 


i - 

I : 

r 


M' 


Tabie*^ 


i 


Is 

§1 

£E 

5 


E-Mycin®  250  mg. 


(erythro 


niycin) 


qQ9 

»ro«n  «**♦’* 

rs“4nsfng‘^«^* 


E-Mycin* 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 


« 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


The  glib  diagnosis  of  organic  brain  involvement  is, 
Dr.  Gould  thinks,  too  often  made  on  cursory  evidence, 
when  the  factors  are  largely  emotional. 


Learning  and  Impediments 
to  Learning 


Kenneth  S.  Gould,  M.D./New  Brunswick* 

In  the  past  lew  years  much  has  been  written 
about  factors  which  prevent  children  Irom 
learning  in  an  adequate  manner.  The  more 
evident  causes  (such  as  serious  emotional 
and  neurologic  problems)  have  long  been 
recognized,  but  most  of  our  new  problems  do 
not  fit  neatly  within  these  categories.  The 
child  who  has  trouble  reading,  writing,  spell- 
ing, or  performing  numerical  tasks  is  more 
often  the  youngster  whose  performance  can- 
not be  diagnostically  pigeonholed. 

Recently,  a new  general  classification  has 
been  suggested;  the  syndrome  of  cerebral 
dysfunction.  Here  postulated  is  an  organic 
basis  to  the  syndrome,  and  efforts  have  been 
made  to  demonstrate  the  organicity  of  the 
syndromes  included  within  this  broad  catego- 
ry. These  cover  tlie  hyperkinetic  impulse 
disorder  of  which  .so  much  has  been  written 
recently.  In  this  classification,  an  organic, 
intrinsically  neurologic  cause  is  suggested,  re- 
siding witliin  the  diencephalon.  Such  a di- 
encejthalic  disturbance,  perhaps  maluration- 
al,  acts  to  jirevent  adetjuate  filtering  of  in- 
coming stimuli.  As  a result  (hildren  witli 
such  a syndrome  evideiue  poor  concentra- 
tion, great  distract  ibility  and  greatly  in- 
creased motility.  Since  the  fonis  is  belie\ed  in 
the  mid-brain,  these  ( hildren  are  found  to 
have  normal  intelligence.  The  (ondiiion  is 
believed  to  disappear  by  adolc.scence.  by 
which  time  the  neural  |)aihways  have  “ma- 
tured.” It  is  thought  that  adminisi i ation  of 
amphetatnines  and  methylphenidate  (Ri- 
talin'*') will,  in  a paradoxical  manner,  result 
in  a child’s  increased  ability  to  control  and 
direct  the  flow  of  stiimdi. 


Case  One 

A six-year  old  youngster  is  considered  by  l)otti  llie 
school,  and  his  parents,  to  have  many  problems.  His 
parents  feel  that  he  has  poor  coordination,  that  lie  is 
clumsy,  with  large  feet  and  hands.  He  attended  nursery 
school  last  year  and  was  there  considered  to  be  very 
agga^essive.  The  teacher  felt  he  lacked  dexterity.  He 
had  difficulty  in  learning  to  open  the  door  latch.  He 
cries  easily,  is  considered  emotional,  and  is  unable  to 
adjust  to  group  situations. 

During  his  first  year  in  kindergarten  he  would,  at 
times,  crawl  on  his  hands  and  knees.  The  teachers 
have  felt  his  innate  ability  was  normal,  but  that  he 
had  great  difficulty  in  adjusting  to  .school  situations. 

His  gestation  and  delivery  were  considered  to  be  nor- 
mal. His  growth  rate  was  normal  and  the  early  months 
were  characterized  by  the  parents  as  "not  unusual.” 
At  age  four  he  was  noted  to  be  stammering,  riic 
mother  described  herself  as  always  yelling  and  scream 
ing  at  him.  She  feels  that  .she  is  a perfect iouisiic  per 
son. 

The  clinical  interviews  ivilh  the  diild  were  noteworihv 
in  many  ways.  Upon  initially  seeing  the  examiner  he 
stood  siilllv  in  the  room.  He  appeared  anxious  and 
uncomfortable  and  moved  mechanically.  He  tried 
water  colors,  using  them  without  water.  He  drew  crtule, 
primitive  circles  and  :it  times  would  walk  iu  riules 
around  the  room.  On  occasion,  he  would  become  te.u- 
ful  and  ask  to  see  his  (athei.  He  would  fre(|uentlv 
stammer  and  blush.  During  one  interview  he  had  his 
shoes  on  the  wrong  feet.  Frequently  he  would  use  paints 
in  a very  crude  manner,  smearing  them  in  wide  eiicles. 

I he  stammering  and  blushing  continued  and  Iheie 
was  frecpient  head  cocking.  .\t  times  he  would  shiiw 
good  neuromuscular  coordination.  -Ac  other  linu-s  he 
had  great  difficulty  in  loading  dail  guns,  ('.enei.ilh 
the  clinical  inteiviews  weie  < harac  lei  i/ed  bv  distuib 
ances  iu  psychomolor  function,  line  niotoi  .ictirits. 
autoiioinic*  nc'r\ciiis  sc  stem  luuclion,  and  in\ol\eiiic'iit 
of  carious  c’go  Imiciioiis. 

Keports  fioie  the  le.icliei  iuilic.iled  lli.it  he-  does  ccell 
in  reading  .incl  has  uiipiocc'd  *i  lot  in  sc'liool.  He'  h.id 
previoiislv  exhibited  temper  i. minims  Iml  these  luce 
subsided  ic-ceiitly.  lie-  is  misc  liiec ons,  ilieic-  is  dilliciiltv 
ill  I'oiic  eiit  I at  ing.  .iiid  lie'  is  lesiless  Vt  times  he  ccill 
pace  luck  and  loiili.  He  iiiiis  i.ilher  lli.m  w.ilk.  .iiid 
•It  limes  bangs  into  a cc.dl  He  will  gel  iipsi-l  at  muss- 
till  silii.ilioiis  and  the  |..iiliers  liiid  it  dillicnh  to  ,oii 
irol  him  Ic-ailieis  luce  lelt  that  ' gioss  imisile  co- 

* Dr.  (loiild  is  Associaii'  I’lulessm  el  I’sc  i lii.ili  c .it 
Rutgers  Medical  Siliool.  t MDNI 
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ordination  is  good  as  contrasted  with  small  muscle 
movements. 

As  is  SO  often  the  case  with  an  “idea  whose 
time  has  come,”  there  has  been  a rush  on  the 
part  of  psychiatrists,  psychologists,  parents, 
and  teachers  to  label  all  behavioral  problems 
in  school  as  having  a neurologic  basis.  The 
terms  “neurologically  impaired,”  “cerebral 
dysfunction,”  “minimum  brain  damage,” 
“perceptually  impaired,”  “visual  motor  dis- 
turbance,” and  “hyperkinetic  impulse  disor- 
der” have  all  become  de  rigeiir  within  certain 
educational  and  psychological  circles. 

Despite  the  possible  validity  and  wisdom  in- 
volved in  creating  such  new  categories,  I feel 
that  indiscriminate  labeling  of  children  as 
neurologically  impaired  creates  serious  prob- 
lems. Such  labeling  without  sufficient  evi- 
dence does  a great  disservice  to  all  concerned: 
child,  parents,  and  teacher.  A diagnosis 
should  be  made  only  after  painstaking  and 
meticulous  studies  are  done  in  order  to  un- 
derstand, as  well  as  possible,  the  dynamics 
and  mechanisms  involved  in  a specific  child’s 
inability  to  perform  certain  cognitive  func- 
tions. Too  often,  a quick  diagnosis  is  made 
and  drugs  are  instituted,  as  if  in  some  magi- 
cal way  a pill  will  “make  everything  all 
right.” 

Those  of  us  in  the  field  of  child  psychiatry  do 
recognize  that  there  are  children  who  have 
intrinsic  neurologic  problems  that  profound- 
ly affect  their  ego  functions  in  the  areas  of 
psychomotor  and  cognitive  development.  The 
youngster  who  comes  from  a home  where  there 
is  reportedly  little  or  no  emotional  turmoil, 
where  parental  roles  are  reasonably  well  es- 
tablished, and  where  thorough  psychologic 
history  and  examination  does  not  elicit  evi- 
dence for  either  intrapsychic  or  intrafamilial 
emotional  conflict  is  a case  in  point.  Such  a 
child  may  have  problems  with  learning  which 
originate  primarily  within  the  central  nerv- 
ous system.  At  times  a teacher  will  describe 
such  a child  in  her  report  as  “he  tries  so 
hard  but  he  just  can’t  do  the  work.”  Further 
reports  Irom  other  teachers  and  school  psy- 
chologists may  suggest  that  they  do  not  be- 


lieve the  emotional  factors  to  be  crucial  in 
the  learning  disability.  This  type  of  report 
contrasts  markedly  with  one  dealing  with  a 
child  whose  problems  seem  to  be  primarily 
emotional  in  origin.  Often  the  report  by  the 
teacher  will  state,  “he  can  do  the  work  but  he 
just  doesn’t  try.” 

In  the  psychiatric  examination  of  a child 
having  an  intrinsic  neurologic  problem  the 
clinician  is  often  impressed  with  certain  re- 
current features.  One  such  feature  is  seen 
where  a child  will  attempt  to  impress  the 
examiner  in  those  areas  of  cognitive  function 
where  he  feels  most  able. 

Case  Two 

A ten-year  old  girl,  from  the  parental  history,  school 
reports,  and  psychologicals,  was  considered  to  have  a 
primary  cerebral  dysfunction  manifesting  as  cognitive 
impairment.  In  the  initial  interview  she  seemed  alert, 
friendly,  and  a very  cooperative  child.  Superficially  she 
appeared  to  have  a fairly  good  self-image.  Neuro- 
muscular function  was  excellent.  She  ran,  jumped, 
skipped,  and  caught  a ball  with  facility.  There  was 
no  evidence  of  abnormal  psychomotor  function.  She 
showed  the  examiner  her  report  cards,  and  said  that 
she  does  poorly  in  mathematics  and  reading.  She  showed 
a great  curiosity  about  animals  and  wants  to  be  a 
veterinarian.  She  was  able  to  recognize  all  the  model 
animals,  wolf,  fox,  cow,  goat,  and  gorilla  and  took 
great  pride  in  her  ability  to  do  so.  During  the  inter- 
view she  found  it  difficult  to  answer  questions  about 
arithmetic  and  reading.  She  freely  reported  trouble  in 
those  school  subjects.  She  is  in  the  same  class  as  her 
younger  sister  and  she  feels  that  her  sister  does  much 
better  than  she  in  certain  school  subjects. 

The  neurologic  examination  of  children  at 
times  is  helpful,  but  it  must  be  evaluated 
carefully.  The  “soft  neurologic  signs”  (for 
example,  inability  to  throw  a ball  well,  to 
run,  jump,  or  do  certain  complicated  tasks) 
will  often  be  the  result  of  anxiety.  Allowing 
the  child  to  relax,  to  test  him  at  later  times 
when  he  is  more  comfortable,  will  often  cause 
the  “soft  signs”  to  disappear.  Their  continued 
presence  in  such  cases  lends  added  weight  to 
the  findings. 

While  the  child  with  central  nervous  system 
dysfunction  can  sometimes  be  easily  recog- 
nized, it  has  been  my  impression  that  the 
diagnosis  is  made  too  often  without  support- 
ing evidence.  To  make  such  a diagnosis  will 
require  information  derived  from  a detailed 
past  history,  encompassing  prenatal,  natal, 
and  post-natal  periods.  There  must  be  care- 
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lully  conducted  psydiiatric  and  neurologic 
examinations  and  frequently  psychologic  and 
other  examinations,  such  as  electroencephalog- 
raphy must  be  done.  A diagnosis  made  with- 
out sufficient  clinical  and  historical  evidence 
does  a great  disservice  to  the  child.  In  large 
part  the  therapeutic  approach  is  determined 
by  the  nature  of  the  diagnostic  entities.  A 
diagnosis  of  cerebral  dysfunction,  presenting 
as  the  “hyperkinetic  impulse  disorder,”  might 
indicate  the  use  of  drug  therapy,  while  an 
emotional  disorder  would  call  for  primarily  a 
psychotherapeutic  approach.  It  has  been  the 
impression  of  this  clinician  that  many  cases  of 
“hyperkinetic  impulse  disorder”  and  the  so- 


called  perceptual  motor  disturbances  are  pri- 
marily emotional  in  origin.  Even  when  there 
is  a combination  of  factors  (both  emotional 
and  organic)  as  precise  a diagnosis  as  possible 
will  allow  for  sensible  ordering  of  therapeutic 
priorities. 

Conclusion 

In  brief  then  it  is  incumbent  upon  all  those 
iv’ho  are  charged  with  the  study  of  a child’s 
learning  impairment  to  establish  as  precise 
an  evaluation  as  possible.  Ego  functions,  neu- 
rologic functions,  and  dynamics  of  behavior 
should  be  carefully  evaluated  in  order  to 
plan  for  the  most  effective  treatment. 


Rutgers  Medical  School 


Suicide  Prevention  and 
Crisis  Intervention 

The  National  Institute  of  Mental  Health  is 
now  refocusing  the  activities  of  its  Center  for 
Studies  of  Suicide  Prevention  to  reflect  a 
more  comprehensive  crisis  intervention  pro- 
gram. NIMH,  which  is  a component  of 
HEW’s  Health  Services  and  Mental  Health 
•Administration,  established  the  Center  in 
1966.  Now,  the  Center  for  Studies  of  Suicide 
Prevention  will  be  abolished  and  replaced  by 
a section  on  crisis  and  suicide  problems,  to 
focus  on  the  program  specifics  of  crisis  inter- 
vention strategies  and  suicide-related  prob- 
lems. 

"'I  his  new  section,”  said  Dr.  James  .A.  Good- 
man, Division  Director,  “will  assume  an  ad- 
vocacy role,  within  the  Institute.”  In  1966, 
there  were  only  a handfid  of  suicide  proven 
tion  centers  in  this  country;  today  over  a 
thousand  local  groups  and  organizations  arc 
working  in  the  area  of  suicide  prevention  anil 
crisis  intervention.  The  section  will  engage  in 
functions  involving  the  stinudation,  develop 
ment,  and  support  of  research,  and  training 
projects  will  be  available  through  the  Divi- 
sion of  Special  Mental  Health  Programs. 
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FDA  Approves  Bone  Cements 

d'he  Food  and  Drug  .Administration  an- 
nounces approval  of  new  drug  applications 
for  Methyl,  Methacrylate*  for  cementing  in 
place  total  hip  replacement  prostheses.  I'his 
approval  makes  available  a significant  new 
therapy  for  disabled  patients.  .A  number  of 
such  patients  can  now  be  at  least  partially 
rehabilitated  through  judicious  use  of  this 
new  material  in  orthopedic  surgery.  The 
drug  will  be  available  for  restricted  use  as 
specified  in  the  |)ackage  insert.  ( I he  maiiu- 
facturer  will  mail  each  oi  ihopedic  surgeon  a 
copy  of  this  in.sert.) 

Fhe  Focxl  and  Ding  .Adininistiation  expresses 
appreciation  to  the  American  .Academy  of 
Orthopaeilic  Surgeons  for  help  during  the 
appiov  al  pioi  i'ss.  Spei  ial  .ippi ei  iat ion  also  is 
line  the  orthopedic  siugeoiis  who  seived  oti 
the  I D. Vs  ,\d  lloi  \d\isor\  ( iouuuit te'e.  'Fhe 
I'D.V  wishes  to  compliment  the  .\iadem\  on 
its  curretit  program  to  develop  training 
courses  in  S.*!  cctnors  to  assist  oitliop<-dic  sur- 
geons in  the  |)ro[)cr  use  of  this  nc  \ dtiig. 

I li\  ItniR  Itiilloiin 

■Suigiial  Simplex  I’  Bono  Cciiunt  .mii  Suigiial  Sim- 
plex P R.uliopaipic  Bone  Oment.  llowmeiliia 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 


DESCRIPTION:  Methyltestosterone  is  17/.’-Hydroxy'17-Methylandrosl-4-en 
3-one. 


impotence 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 


due  to  androgenic  deficiency  in  the  American  male. 


INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male  I 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency,  i 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 


PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas-  4 
mg  the  nervous,  mental,  and  physical  activities  beyond  the  patient’s 
cardiovascular  capacity. 


CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 


BUCCAL  Tabs 


Android  5 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyitestosterone  N.R-10  mg. 

Android  25 

Methyitestosterone  N.R  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patiervts  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 


ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  ♦ Priapism  • Virili- 
ration  in  female  patients  • Hypersensitivity  and  gynecomastia. 


DOSAGE  AND  AOMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Dally  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 


INDICATION 


Average  Daily  Dosage 
Tablets 


n the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


10  to  40  mg. 


10  to  40  mg. 
30  mg. 


HOW  SUPPLIED:  5.  10,  25  mg.  in  bottles  of  60,  250. 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 


'Prescribe  With  Confidence” 


KATES  BROS. 


SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET 


HACKENSACK,  N.  J. 


201-487-1779 


Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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Coronary  care  units  are  popular  hut  here  is  one  of 
the  feiu  efforts  to  follow  up  the  results  and  measure 
the  effectiveness  of  these  installations. 


Evaluating  the  Effectiveness 
of  Coronary  Care  Units 


Theodore  H.  Goldberg,  M.D./Westwood* 

For  the  past  two  years,  the  Coronary  Care 
Committee  of  the  New  Jersey  Heart  Associa- 
tion has  worked  with  48  hospitals  throughout 
New  Jersey,  collecting  statistics  on  the  effec- 
tiveness of  coronary  care  units  in  reducing 
the  mortality  from  acute  myocardial  infarc- 
tion. The  hospitals  have  varied  from  very 
small  units  in  rural  or  suburban  areas  to 
large  metropolitan  hospitals.  The  cooper- 
ating hospitals  have  been  provided  with  re- 
porting forms  for  each  unit  which  are  for- 
warded to  the  heart  association  ofhce,  which 
then  totals  the  results.  To  give  adecjuate 
numbers,  the  total  patient  population  rep- 
resented by  these  48  coronary  care  units  has 
l)een  grouped  together.  In  this  way,  in  a six- 
month  period,  a total  of  two  to  three  thou- 
sand coronary  care  unit  admissions  with 
definite  diagnosis  of  acute  myocardial  infaic- 
tion  has  been  accutnulated.  Criteria  for  defin- 
ite myocardial  infarction  imltide  a compati- 
ble clinical  history,  the  dcvcloj)nieiit  of  diag- 
nostic Q waves  or  evolution  of  S-'F  segment 
and  T wave  abnormalities  on  electrocar- 
diograms, with  characteristic  changes  of  my- 
ocardial enzymes  in  serial  blood  stunples. 
These  are  chissified  as  Category  ;uul  the 
classification  is  not  (.letermincd  until  the  time 
of  discharge  from  the  coronary  care  unit. 
Those  patietits  with  suggestive  dicst  pain  l)ut 
non-specific  alteratiotis  ol  the  S- 1’  segments 
and  T wa\e  changes  iti  initial  elec  tioianlio 
grams,  which,  during  hosj)it;ilization,  pro 
gressed  toward  normal,  and  normal  or  non 
diagnostic  \:iriations  in  etizymc  actisitv  ate 
classified  as  Croup  li.  d hesc  arc  then  climi 
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nated  from  the  calculation  of  statistics.  The 
hospitals  are  asked  to  identify  those  jratients 
in  Category  A that  die  in  the  coronary  care 
unit  from  a primary  arrhythmic  cause,  such 
as  primary  ventricular  fibrillation  or  primary 
ventricular  asystole,  not  complicating  shock 
or  congestive  failure,  or  those  who  die  from 
primary  power  failure  (intractible  shock  or 
congestive  failure)  , or  those  who  die  from 
other  causes.  The  forms  have  been  kept  as 
simple  as  possil)le  so  that  they  may  be  com- 
pleted by  just  checking  off  boxes.  In  most 
cases,  they  arc  completed  by  nurses  or  ward 
clerks  who  briefly  question  the  physician  at 
the  lime  the  [)alient  is  transferred  from  the 
coronary  care  unit  or  expires.  .\  similar  statis- 
tical program  has  been  run  in  California 
among  a group  of  100  hospitals  in  1970.^  The 
number  of  cases  is  almost  exactly  double 
those  from  the  48  hos|)itals  in  New  jersey, 
and  the  information  obtained,  although  more 
detailed,  contains  the  same  basic  information 
as  that  collected  in  the  New  Jersey  survey. 
Coiu|)arison  ol  the  two  studies  re\e;ds  strik- 
ing similarity. 

The  New  )ersey  si.itistiial  progr.im  was  initi 
ated,  not  sim|)ly  to  tolled  siatistits.  but  to 
meet  tertahi  specific  objet  lives,  lirst.  it  was 
an  elloit  to  measure  the  ellei  liveness  of 
coronary  tare  units  in  our  si.ite.  It  w.is  our 
feeling  that  many  units  h.id  no  itfi'a  even  as 
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Table  I 

48  Cooperating  Hospitals  Reporting 


N.J.  Jan.-June  1970 
N.J.  Jan.-June  1971 

California  Study  (Jan.  1970-Jan.  1971  100  Hospitals) 

to  how  many  patients  they  handled,  much 
less  as  to  the  reduction  in  mortality  or 
morbidity.  The  second  purpose  was  to  help 
units  evaluate  themselves  and  upgrade  their 
care  accordingly.  The  third  objective  was  to 
pinpoint  unsolved  problems  in  coronary  care, 
and  the  fourth  was  to  enable  the  hospitals 
themselves,  (as  well  as  our  survey)  to  follow 
up  patients  discharged  from  the  coronary 
care  unit  and  find  out  what  their  fate  was  in 
the  remainder  of  their  hospital  stay. 

As  shown  in  Table  I,  the  mortality  statistics 
in  the  New  Jersey  group  exhibited  a striking 
similarity  to  the  mortality  in  the  California 
Study.  In  New  Jersey,  from  January  to  June 

1970,  there  were  2,271  patients  with  a 13.1 
per  cent  mortality.  From  January  to  June 

1971,  there  were  2,783  patients  with  a 14.3 
per  cent  mortality.  In  California,  from  Janu- 
ary 1970  to  January  1971,  there  were  5,946 
patients  with  a 13.8  per  cent  mortality.  In  all 
three  groups,  there  were  a significant  number 
of  patients  who  died  from  primary  ventricular 
fibrillation.  As  a matter  of  fact,  the  number 
was  roughly  equal  to  those  who  died  from 
primary  asystole.  The  number  who  died  of 
power  failure  was  more  than  those  dying  of 
ventricular  fibrillation  and  asystole  com- 
bined. Power  failure,  then,  remains  the  single 
most  important  cause  of  death  in  the  coron- 
ary care  unit.  The  information  on  patients 
dying  in  the  hospital  after  transfer  from  the 
coronary  care  unit  is  somewhat  sketchy.  It 
probably  does  not  approach  the  degree  of 
accuracy,  at  least  in  the  New  Jersey  study,  of 
the  mortality  information  for  patients  in  the 
coronary  care  unit.  However,  it  is  striking 
that  the  ratios,  in  both  studies,  of  total  deaths 
is  roughly  similar.  (Table  II)  In  the  New 
Jersey  study,  17.7  per  cent  of  the  total  deaths 
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149 

Not 

available 

occurred  after  transfer  from  the  coronary 
care  unit.  This  gave  a mortality  of  patients 
leaving  the  unit  of  3.7  per  cent.  In  the  Cali- 
fornia study,  22.2  per  cent  of  the  total  deaths 
occurred  after  transfer  from  the  coronary 
care  unit.  In  the  New  Jersey  study,  most  of 
the  deaths  following  transfer  occurred  up  to 
the  14th  day,  although  a substantial  number 
occurred  in  the  third  week  and  thereafter. 

Table  II 

Deaths  after  Transfer 

Mortality 

Per-cent  of  of  Patients 

Total  Deaths  Leaving  C.C.U. 

New  Jersey  Study  17.7  (88  patients)  3.7% 

California  Study  22.2  (181  patients) 

To  summarize  the  results,  the  mortality  rate 
in  coronary  care  units  of  “Class  A”  coronaries 
is  stable  at  13  to  14  per  cent  over  a two  year 
period  of  observation.  A significant  number 
of  deaths  due  to  primary  ventricular  fibrilla- 
tion and  primary  ventricular  asystole  contin- 
ue to  occur.  In  the  case  of  ventricular  fibrilla- 
tion, this  is  of  special  interest,  because  many 
writers  have  indicated  that  this  should  no 
longer  be  a cause  of  death  in  the  coronary 
care  unit.  However,  the  data  suggest  that  in 
spite  of  well-functioning  coronary  care  units, 
there  still  are  some  cases  resistant  to  therapy 
as  it  is  currently  used.  Primary  power  failure 
remains  the  major  single  cause  of  death.  Ap- 
proximately 20  per  cent  of  in-hospital  deaths 
occur  after  discharge  from  the  coronary  care 
unit. 

On  the  basis  of  these  findings,  it  is  recom- 
mended that  further  improvement  in  mortali- 
ty can  only  be  obtained  by  the  following: 

(1)  Detailed  analysis  of  patients  dying  of  pri- 
mary ventricular  fibrillation  or  asystole  in  an 
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efTort  to  determine  which  cases  are  predicta- 
ble and/or  preventable. 

(2)  Further  efforts  at  treatment  of  power 
failure  are  necessary,  perhaps  through  region- 
al centers  specializing  in  this  problem. 

(3)  More  detailed  analysis  of  patients  dying 
following  discharge  from  the  coronary  care 


unit,  and  especially  as  to  whether  monitoring 
is  an  effective  tool  in  the  prevention  of  these 
post-CCU  deaths. 


The  author  expresses  his  gratitude  to  Mrs.  Barbara 
Jordan,  of  the  New  Jersey  Heart  Association  office, 
who  aided  in  the  collection  of  the  statistics,  and  Dr. 
Lucian  Fletcher,  former  chairman  of  the  coronary 
care  unit  of  the  New  Jersey  Heart  Association,  who 
aided  in  the  preparation  of  the  questionnaires  and 
the  evaluation  of  the  statistics. 


336  Westwood  Avenue 


Mass  Screening  for  Hereditary  Diseases 


Mass  screening  to  detect  certain  hereditary 
diseases  is  rapidly  becoming  widespread.  The 
aim  of  such  programs  is  to  reduce  the  number 
of  affected  children  born  by  testing  and  advis- 
ing parents  what  chance  a child  of  theirs 
would  have  of  inheriting  the  disease. 

Testing  for  sickle-cell  anemia  became  possible 
this  year  with  the  perfection  of  a simple,  inex- 
pensive, accurate  test.  The  test,  devised  by  Dr. 
Paul  \Volf  of  Stanford  University  and  Dr. 
Robert  Nalbandian  of  Grand  Rapids,  Michi- 
gan, does  not  distinguish  between  those  who 
merely  carry  a defective  gene  and  those  actu- 
ally affected  by  the  disease,  but  it  does  provide 
a fast  method  of  locating  those  who  need 
further  attention.  A new  automated  screening 
technic  tested  by  Dr.  Nalbandian  now  pro- 
cesses specimens  at  the  rate  of  120  per  hour. 

-An  estimated  2,000,000  black  Americans  carry 
one  defective  gene  for  sickle-cell  anemia,  but 
usually  show  no  symptoms  of  the  disease. 
1 he  one  child  in  500  who  inherits  a defective 
gene  from  each  parent  is  likely  to  die  before 
his  20th  birthday,  or  to  be  crippled  if  he  lives 
to  middle  age.  The  only  way  to  prevent  sickle- 
cell anemia,  if  both  partners  carry  the  trait,  is 
to  avoid  having  children. 

Tay-Sachs  disease,  affecting  Jews  of  eastern 
European  descent  (over  90  per  cent  of  Ameri- 
can Jews),  can  also  be  detected  by  testing. 


About  one  American  Jew  in  30  is  a carrier, 
and  each  year  100  to  200  children  are  born 
with  the  invariably  fatal  disease. 

Couples  in  which  both  the  man  and  woman 
are  carriers  of  Tay-Sachs  do  have  one  more 
option  than  partners  who  carry  defective 
genes  for  sickle-cell  anemia.  They  can  try  to 
have  children  because  available  tests  can  de- 
tect, early  in  pregnancy,  if  the  chifd  is  dis- 
eased and  give  the  mother  a chance  to  have 
an  abortion.  There  are  no  such  tests  for  detec- 
ting sickle-cell  anemia  in  the  fetus. 

Multiphasic  health  testing  is  gaining  wide 
popularity.  About  130  centers  are  now  oper- 
ating in  the  United  States.  The  procedure 
usually  involves  the  taking  of  a scrupulous 
history,  an  electrocardiogram;  a chest  x-ray; 
mammography  for  women  over  48;  measure- 
ments of  pulse,  blood  pressure,  and  Achilles 
reflex;  tests  of  lung  function,  visual  acuity  and 
hearing;  and  height  and  body  measurements. 
Blood  and  urine  samples  are  also  tested. 

Continued  advances  in  the  field  of  radioiso- 
tope scanning  for  diagnostic  purposes  have 
been  made  possible  by  the  development  of 
new  radio-pharmaceuticals  or  radioactive 
drugs,  and  more  sensitive  detection  instru- 
ments. Experts  predict  that  nuclear  medicine 
procedures  will  soon  approach  the  number  of 
procedures  performed  by  x-ray. 
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When  you  prescribed 


Ormase 


© 


(tolbutamide, Upjohn) 


14years 


.I'V 


you  had  to  rely  on 


our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications;  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

vK  Orinase  should  not  be  used;  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2.500 
fng  /kg./day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  OrinaseJ 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  OY 


If  )'OuVe  around  40  or  45,  ) ou’vc 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  w eight  control  arc  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  W hen  these 
measures  prove  satisfactory',  no  additional 
therapy  is  indicated.  On  the  other  hand,  y ou 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
low'cr  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectix  ely  today  as  it  did  w hen  you 
first  prescribed  it. 

\bu  also  know'  the  importance  of 
close  monitoring  of  the  patient.  Although 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard  \ 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Compound  with  Codeine 

is  the  most  widely  used, 

L and  probably  the  most 

^ pharmaceutically  ele- 

^ analgesic  prepara- 

' tion  providing  codeine. 

It’s  the  time-tested  combi- 
nation  for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

UUI  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 co7itains  codeine  phosphate* 

(32.4  mg.) gr.  i/o.  No.  4 contains  codeine  ''"1| 

phosphate*  (64.8  mg.)  gr.  1.  *(Warning~ 
may  be  habit-forming.)  Each  tablet  also 

A \ contains:  aspirin 

'Ij-  ace  tin  gr. 
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Surgery  does  have  something  to  offer  in  hand  dis- 
abilities due  to  rheumatoid  arthritis. 


Reconstruction  of 
Rheumatoid  Hands 


Jerome  Spivack,  M.D./Irvington 

Reconstruction  of  rheumatoid  hand  deform- 
ities has  been  done  for  many  years.  Progress 
has  been  made  in  treatment  of  deformities  of 
the  wrist  and  metacarpal  phalangeal  joints. 
Arthoplasty,  arthrodesis,  tendon  transfers,  and 
synovectomies  have  helped  rehabilitate  many 
severely  deformed  and  weakened  hands.  When 
the  rheumatoid  deformity  is  combined  with  a 
marked  spasticity  of  the  hand,  the  disability 
becomes  magnified.  Surgical  correction  is 
more  difficult  and  the  ultimate  result  is  less 
optimistic. 

Case  Report 

A 37-year  old  woman  was  referred  because  of  severe 
rheumatoid  arthritis  in  both  hands  and  marked 
spasticity  of  the  right  hand  and  leg.  In  1953,  she 
had  a severe  cerebral  vascular  accident  with  a re- 
sultant right  hemiplegia  and  aphasia.  She  was  preg- 
nant at  the  time  and  3 months  later  had  a stillborn 
baby.  During  the  next  six  months  the  patient  was 
retrained  to  walk,  though  she  had  marked  spasticity. 

In  1956  she  began  to  notice  swelling  of  the  hands. 
Since  then,  swelling  has  involved  most  of  the  joints 
of  the  arms  and  legs.  She  was  diagnosed  as  having 
either  rheumatoid  arthritis  or  lupus  erythematosis. 


Figure  1— Flexion  of  fingers  of  the  right  hand,  pre- 
operatively. 


She  had  had  surgery  for  a tubal  pregnancy  in  1965. 
The  patient  had  allergies  to  penicillin  and  sulfa 
drugs.  She  was  taking  Tylenol®,  Tofranil®,  Libri- 
um® and  Maalox®.  She  had  made  several  suicide 
attempts  because  of  severe  depression.  Her  husband 
frequently  beat  her.  She  felt  she  could  not  leave 
him,  because  she  would  be  unable  to  provide  for 
herself  if  she  were  alone. 

She  was  a well  developed,  thin  37-year  old  female, 
who  spoke  with  a slight  slur.  She  had  mild  rheuma- 
toid deformities  of  both  knees  and  feet.  There  were 
marked  deformities  of  the  metacarpophalangeal  and 
proximal  interphalangeal  joints  with  marked  ulnar 
deviation  of  the  fingers.  The  left  wrist  produced  a 
painful  popping  noise  on  flexion  and  extension.  There 
was  a dislocation  of  the  carpal-metacarpal  joint  of 
the  left  thumb.  She  had  marked  ulnar  deviation  of 
the  proximal  interphalangeal  joint  of  the  left  index 
finger,  with  mild  swelling  and  deformity  of  the 
proximal  interphalangeal  joints  of  the  third,  fourth, 
and  fifth  fingers.  (See  figures  1 and  2.) 

The  right  upper  extremity  showed  marked  spasm  of 
the  fingers  and  wrist  and  moderate  spasm  of  the 
elbow.  She  had  hyperextension  of  the  MP  joint  of 
the  thumb,  with  marked  dislocation  of  the  carpal- 
metacarpal  joint.  Traction  on  the  thumb  produced 
a painful  grinding  sensation  at  the  carpometacarpal 
joint.  There  was  severe  ulnar  deviation  of  the  second 
through  the  fifth  MP  joints,  especially  the  fifth.  A 
good  passive  range  of  motion  of  the  MP  joints  and 
the  PIP  points  was  possible  once  the  severe  spasm 
and  ulnar  deviation  were  overcome.  The  distal  end 
of  the  right  ulna  was  dislocated. 

Laboratory  studies,  prior  to  surgery,  revealed  normal 
chest  x-ray,  blood  count,  and  urinalysis.  Electro- 


Figure  2— .Attempted  extension  of  fingers  of  the  right 
hand,  pre-operalively. 
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Figure  3— Pre-operative  x-rays  of  both  hands.  Figure  4— Flexion  of  fingers  of  the  right  Iiaiul,  ihree 

montlis  post  operatively. 


cardiogram  showed  an  abnormal,  nonspecific  ST 
change,  which  on  further  evaluation  was  found  to  be 
a normal  variant.  X-rays  of  the  hands  (see  figure  3) 
demonstrated  the  severe  deformity  described  in  the 
physical  examination.  X-rays  of  the  feet  and  knees 
showed  moderate  osteoporosis,  with  a severe  halux 
valgus  deformity  of  the  feet. 

Surgery  consisted  of  a release  of  the  flexor  ])ionator 
muscle  group  of  the  right  forearm  to  reduce  the 
spasticity.  The  distal  ulna  was  resected  to  correct  the 
dislocation  and  the  pain  associated  with  wrist  flexion 
and  extension.  The  thumb  carpal-metacarpal  joint 
was  fused  in  a functional  position  and  the  MP  joint 
of  the  right  thumb  was  corrected  by  plication  of  the 
volar  plate.  Synovectomies  of  the  metacarpal  phalan- 
geal joints  of  all  the  fingers  were  performed.  Ex- 
tensor tendons  of  the  second  through  the  fifth  fingers 
were  repositioned.  The  extensor  indices  proprius  and 
the  extensor  digit  quinti  were  transferred  to  the 
radial  side  of  the  extensor  hood  of  the  second  and 
fifth  fingers.  The  intrinsic  muscles  on  the  ulnar  side 
of  each  finger  were  released  to  help  correct  the  severe 
ulnar  deviation.  Two  K wires  were  placed  across  the 
carpal-metacarpal  joint  of  the  thumb  and  the  hand 
was  immobili/ed  in  a bulky  dressing  and  a plaster 
splint. 

The  splint  was  removed  three  weeks  post-operati\ely 
and  a short  arm  cast  was  applied  with  the  wrist  in 
mild  extension.  The  patient  gradually  was  able  to 
flex  and  extend  the  fingers.  For  six  weeks  following 
removal  of  the  splint,  the  patient  had  extreme  weak- 
ness of  extension  of  the  fingers  and  wrist.  This  was 
related  to  the  severe  long  term  flexor  spasms  which 
resulted  in  stretching  and  atrophy  of  the  extensor 
musculature.  With  time,  the  patient  regained  use  of 
the  long  finger  extensors,  and  later  the  wrist  exten- 
sors. She  had  constantly  increasing  strength  in  the 
hand,  and  was  able  to  take  care  of  her  own  needs. 
(See  figures  4 and  5.)  The  patient  was  delighted 
with  the  procedure  and  was  anxious  to  complete 
surgery  on  the  left  hand  which  would  be  a straight 
forward  procedure  for  the  rheumatoid  hand. 

The  treatment  of  spasticity  by  release  of  the 
llexor  pronator  muscle  group  is  not  a new 
procedure.  Recent  articles'’  ® have  de- 
scribed this  and  have  found  it  useful  in 
selected  cases.  It  is  important  that  a care- 
fid  examination  determine  that  spasticity 
is  the  major  problem.  If  the  muscle  tendon 


Figure  5— Extension  of  fingers  of  the  right  hand, 
three  months  post  operatively. 


units  are  shortenetl  or  the  joints  are  con- 
tracted, then  the  llexor  pronator  slide  will  be 
of  little  benefit.  One  complication®  is  a loss 
of  pronation  occasionally  when  the  released 
muscle  mass  has  mignated  five  centimeters 
or  more  distally.  This  is  avoided  by  post- 
operative splinting  in  a neutral  jiosition. 

Surgical  care  of  the  rheumatoid  hand  de- 
jx^nds  on  the  stage  of  the  disease.  In  the  pa- 
tient described  above,  the  wrist  joint  was 
only  mildly  involved.  The  distal  ulna  was 
dislocated  and  caused  pain  and  limitation  of 
extension  when  the  spasticity  was  passively 
overcome.  The  ulna  could  be  passively  re- 
duced. This  distal  portion  was  resected,  the 
Darrach  procedure.  The  radiocarpal  joint 
was  explored  and  was  relatively  normal  and 
a small  amount  of  s)novium  was  removetl. 
The  extensor  tendons  apj>eared  to  be  intact 
and  there  was  no  evidence  of  synovitis  of  the 
dorsal  tendon  sheaths. 

In  early  involvemem  of  the  wrist  joint  anil 
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the  dorsal  tendon  sheaths,  synovectomy  alone 
may  be  sufficient.^’  ^ Linschield®  per- 
formed imbrication  of  the  dorsal  radioulnar 
and  dorsal  radiocarpal  ligaments  to  reseat 
the  distal  ulna  in  early  cases.  In  more  ad- 
vanced cases,  he  resected  the  distal  ulna. 
Kessler  and  Vainio‘  found  less  progression  of 
the  disease  process  in  cases  with  synovitis  and 
bony  involvement  by  doing  synovectomy  and 
arthrodesis  of  the  wrist  when  the  radial  and 
common  extensor  compartments  were  in- 
volved. If  the  ulnar  compartment  tvas  in- 
volved, they  performed  synovectomy  and 
resection  of  the  distal  ulna.  Others®’  ’’’  ® also 
favored  arthrodesis  of  the  wrist  with  severe 
involvement  with  loss  of  motion  and  severe 
pain.  Some  hand  surgeons®  prefer  arthroplasty 
of  the  wrist  joint.  They  found  that  pain  was 
reduced,  the  wrist  remained  stable,  and  mo- 
tion was  maintained. 

Arthrograms  of  the  wrist  joint  have  demon- 
strated changes  which  would  have  never  been 
detected  clinically  until  wrist  joint  destruc- 
tion was  advanced.  One  series^®  noted  that 
the  interosseous  ligaments  and  articular  discs 
were  often  destroyed  as  early  as  six  months 
after  the  onset  of  the  disease.  This  soft  tissue 
involvement  was  an  important  cause  of  volar 
dislocation  of  the  w'rist,  dorsal  subluxation 
of  the  ulna,  and  tendon  ruptures.  If  early 
synovectomies  were  carried  out,  the  later 
need  for  arthroplasties  and  arthrodesis  might 
be  largely  eliminated. 

The  metacarpophalangeal  joints  in  our  pa- 
tient were  markedly  ulnar  deviated  with 
mild  subluxation.  Synovectomies  of  these 
joints  were  performed.  The  ulnar  intrinsics 
and  hyjx)thenar  muscles  were  divided  and  the 
extensor  indicis  proprius  and  extensor  digiti 
quinti  were  transferred  to  the  radial  side  of 
the  index  and  little  fingers  respectively.  The 
extensor  digitorum  communis  tendons  were 
repositioned. 

These  procedures®  are  the  ones  advocated  for 
the  mild  to  moderate  deformity.^*  In  the 
more  severe  deformity  with  marked  sub- 
luxation or  dislocation  of  the  metacarpo- 
phalangeal joint  and  marked  shortening  of 


the  intrinsic  muscles,  resection  of  the  meta- 
carpal heads*  used  to  be  the  procedure  ol 
choice.®  The  use  of  Teflon  prothesis®  and 
the  Flatt  prothesis^^  to  replace  the  meta- 
carpophalangeal joints  has  produced  fair  re- 
sults. Swanson  silastic  implants'*  have  been 
very  promising.  Swanson  stated  that  the  re- 
sults are  far  superior  to  their  previous  experi- 
ence with  other  technics  of  joint  arthroplasty. 

Our  patient’s  last  major  problem  involved  the 
thumb  with  destruction  and  dislocation  of 
the  carpal-metacarpal  joint  and  secondary 
hyperextension  of  the  MP  joint.  The  carpal- 
metacarpal  joint  was  fused  and  the  volar 
plate  of  the  MP  joint  was  plicated.  Lin- 
scheid®  prefers  to  do  a synovectomy  and  im- 
brication of  the  carpal-metacarpal  joint  of 
the  thumb;  or  he  may  remove  the  greater 
multangular.  For  the  MP  joint,  he  could 
either  reconstruct  it  or  fuse  it.  Severe  in- 
volvement of  the  IP  joint  would  best  L'C 
treated  by  fusion.  Swanson'*  recommends 
fusion  of  the  MP  joints,  if  the  carpal-meta- 
carpal joint  is  adequate,  since  it  requires 
good  lateral  stability  in  a power  pinch. 

Other  common  problems  include  volar  teno- 
synovitis, tendon  ruptures,  and  various  de- 
formities of  the  proximal  interphalangeal 
joints.  Volar  tenosynovitis  will  frequently 
present  as  a carpal  tunnel  syndrome,  swelling 
of  the  volar  aspect  of  the  wrist  or  progressive 
loss  of  finger  flexion.  Surgery  consists  of  com- 
plete release  of  the  carpal  tunnel  and  syno- 
vectomy. Flexor  tendon  ruptures  have  been 
caused  by  attrition  from  small  bony  spurs  in 
the  carpal  tunnel.'^  Ranawat  and  Straub’® 
had  83  per  cent  good  and  satisfactory  results 
in  a series  of  52  patients  with  volar  teno- 
synovitis. 

Extensor  tendon  ruptures  are  more  frequent 
then  the  flexor  tendons.  Repairs  are  usually 
carried  out  at  the  same  time  as  the  other 
reconstructive  procedures.  The  extensor 
communis  can  be  repaired  by  suturing  to 
an  adjacent  normal  tendon®,  by  tendon 
transfers,  by  tendon  grafts,  or  by  a combina- 
tion, if  more  than  one  tendon  is  ruptured.' 
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The  proximal  interphalangeal  joints  may  be 
involved  and  in  early  cases,  synovectomy  may 
be  done.®’  i*”  Central  slip  reconstruction 
may  be  necessary  at  the  same  time.®  Performed 
early,  this  procedure  will  reduce  the  pain 
and  maintain  function  of  the  joint.^^  With 
destruction  of  the  central  slip,  the  PIP  joint 
will  develop  the  typical  boutonniere  de- 
formity. Treatment  may  involve  merely  di- 
viding the  extensor  tendon  distally.  In  more 
advanced  cases  with  a good  joint,  one  may 
do  the  Littler  procedure^®  of  transferring 
the  lateral  bands  to  reconstruct  the  central 
slip.  Heywood^®  described  a technic  in  which 
the  central  slip  is  reconstructed  and  the  ulnar 
lateral  band  is  divided  distally  and  weaved 
more  proximally  through  the  radial  lateral 
band.  In  advanced  cases  with  fixed  joint  de- 
formity, arthrodesis  is  the  best  treatment. 

The  “Swan  neck  deformity”  of  the  PIP 
joints  may  be  corrected  by  reefing  the  volar 
plate  and  tenodesis  of  one  slip  of  the  flexor 
digitorum  sublimis  to  the  tendon  sheath,  if 
the  joint  has  a normal  range  of  motion.  At 
times,  this  is  caused  by  the  subluxation  or 
dislocation  of  the  MP  joints  and  arthroplasty 
of  the  latter  joint  will  correct  this  deformity 
of  the  PIP  joint.  In  certain  patients  the 
problems  are  more  complex  and  require  re- 
lease of  the  ulnar  intrinsics  and  dynamic 
splinting.!® 

Summary 

A case  of  severe  spasticity  due  to  an  old 
cerebral  vascular  accident,  complicated  by 
moderate  rheumatoid  deformities  of  the  hand 
and  wrist  is  presented.  The  surgical  man- 
agement is  discussed  and  a brief  review  of 
the  current  literature  is  presented.  Early 
surgical  management  of  patients  with  rheu- 
matoid deformities  of  the  hands  will  produce 
better  over-all  results  with  less  complex 
surgical  procedures. 
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The  physician  has  a serious  and  nontransferable  re- 
sponsibility in  this  area.  Here  is  a guide  to  the  prob- 
lem. 


i ^^rticie 


Medical  Management  of  Child  Abuse* 


Purpose  of  this  Guide  is  to  alert  the  physician 
to  his  moral,  professional,  and  legal  responsi- 
bilities in  the  area  of  child  abuse,  to  review 
the  general  problem  of  “the  battered  child,” 
and  to  offer  suggestions  about  proper  man- 
agement. 

Our  subject  is  defined  as:  “Non-accidental 
physical  or  mental  injury  inflicted  on  chil- 
dren by  persons  caring  for  them”  (N.J.  Law, 
Title  9,  Chapter  6).  The  following  references 
will  be  helpful:  Fontana’s  articles  in  the 
March  1971  Hospital  Medicine,  The  Battered 
Child  (Heifer  and  Kempe  1968),  IVednesday’s 
Children  (Young  1973),  Helping  the  Bat- 
tered Child  and  Family  (Heifer  1972),  and 
the  article  on  the  subject  in  the  October  1969 
issue  of  Hospital  Practice. 

In  Colorado  General  Hospital  the  rate  of  bat- 
tered children  seen  was  five  per  week,  15 
per  cent  of  all  children  in  ER  under  age 
3.  Fontana  estimates  that  10,000  to  15,000 
children  were  severely  injured  in  1966;  25  to 
30  per  cent  were  permanently  injured,  and  5 
per  cent  killed.  A report  from  Chicago  in  the 
Medical  Tribune  states  1 of  2 children  re- 
turned home  will  die  (usually  within  a few 
months). 

Slightly  more  males  than  females  are  injured. 
All  races  and  religions  are  involved.  Some  70 
per  cent  are  under  the  age  of  three  and  32 
per  cent  are  under  6 months. 

Perpeirators  are  most  often  in  their  20’s,  usu- 
ally they  are  parents  or  parent-surrogates. 
Most  of  the  perpetrators  are  married  and 
may  be  stable  by  first  appearance.  Socio- 
economic status  covers  all  groups. 

Recognition  of  the  Battered  Child 

Suspicions  on  Examination:  Look  for  abra- 


sions, contusions,  bruises,  burns,  injured  vis- 
cera, or  fractures.  If  multiple  and  in  different 
stages  of  healing,  suspicion  is  aroused.  Sub- 
dural hematoma  is  very  suspicious.  Also  sus- 
pect is  failure  to  thrive  or  severe  malnutri- 
tion. Careful  complete  examination  is  neces- 
sary with  thoughtful  write-up. 

Clues  in  History:  Injury  doesn’t  fit  history. 
X-ray  shows  more  than  one  fracture  but  only 
one  is  reported.  The  mother  says  he  “bruises 
easily”  and  he  doesn’t.  The  mother  says  he  is 
irritable  or  retarded  and  he  isn’t.  Past  medi- 
cal attention  includes  many  different  physi- 
cians and  facilities.  A report  of  previously 
suspected  abuse  in  any  child  may  be  found  in 
the  Central  Registry  of  the  Bureau  of  Chil- 
dren’s Services  in  Trenton. 

Suggested  studies  include:  X-ray  of  long 
bones,  ribs,  and  skull.  Also  consider  blood 
coagulation  studies  (PTT),  photograph  of 
the  child  and  injured  parts  (preferably  in 
color).  Request  police  help  if  needed.  Admit 
child  overnight  to  a hospital  in  any  suspi- 
cious or  suspected  case.  Remember  that  pro- 
tection of  the  child  is  the  over-riding  goal  of 
initial  intervention. 

The  Abusing  Parent 

Frecpiently  encountered  traits  include  these: 
Usually  they  have  been  raised  in  same  style. 
Either  beaten  or  “intense,  pervasive,  continu- 
ous demands  from  their  parents.”  They  them- 
selves have  lacked  “mothering.”  The  child’s 
performance  is  usually  inadequate  to  the  par- 
ents who  may  have  unreasonable  demands  or 
unrealistic  expectations. 

I'here  is  a sense  of  rightness  and  righteous- 
ness on  part  of  the  parent;  severe  discipline  is 

* (Prepared  by  the  Special  Committee  on  Cliild  Health 
of  The  Medical  Society  of  New  Jersey) 
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common.  They  believe  the  children  are  there 
to  fulfill  their  needs.  These  parents  are  un- 
happy, frightened,  isolated  and/or  deprived. 
They  possess  low  thresholds  of  tolerance  or 
frustration.  However,  there  is  no  absolutely 
“typical”  abusing  parent. 

Other  factors  within  the  family  include  peri- 
ods of  unrelieved  emotional  stress,  chronic 
physical  or  mental  illness,  alcoholism  or  drug 
use,  financial  crises,  and  family  disruption. 

They  can  batter  their  children  and  yet  bring 
them  to  the  hospital.  The  children  often  re- 
main loyal  to  the  parents  and  feel  they 
deserve  the  beating. 

Handling  of  Parents:  At  the  initial  encoun- 
ter, do  not  be  angry  with  them;  they  are  dis- 
turbed people  who  need  help.  They  will  be- 
come alientated  and  non-cooperative  by  an- 
ger. Many  want  to  leave  the  child.  They  are 
afraid  of  themselves.  Suggested  statement; 
“The  case  appears  somewhat  complicated, 
we’d  like  to  study  it  a bit  more  in  the  hospi- 
tal.” 

Show  parents  you  want  to  help  them.  Assure 
them  your  actions  are  not  punitive — only  to 
protect  the  child  until  the  situation  is  coiTect- 
ed.  Parents  are  more  willing  to  accejjt  therapy 
later  if  handled  well  initially. 

Long-Term  Therapy:  The  most  important 
thing  is  to  select  the  proper  time  for  the  child 
to  return  to  the  home.  If  too  soon,  the  batter- 
ing will  continue.  The  parents  need  someone 
to  “mother”  them,  (social  worker,  homemak- 
er, etc.)  Frequent  home  visits  are  desirable. 
Let  the  parents  really  lean  on  them,  be  avail- 
able and  concerned  and  sympathetic. 

I he  State  Bureau  of  Cliildren’s  .Services*  is 
the  type  of  agency  to  handle  this.  Never  termi- 
nate support.  Always  be  available  lor  counsel- 
ing within  the  limits  of  one’s  ability.  Obtain 
psychiatric  help  if  necessary. 


• R.^1  Parkway  .^vemic,  rifiilon— phone  (tiOO)  292--12t.5 

**  (800)  452-9150. 


Reporting 

Initial  Procedures: 

1.  Immediately  call  upon  your  local  social 
service  or  hospital  worker  for  assistance  if 
available. 

2.  Any  case  of  suspected  child  abuse  must  be 
reported  promptly  by  phone  to  the  Bureau 
of  Children’s  Services*  (the  B.C.S.  maintains 
in  each  district  a 24-hour  emergency  tele- 
phone service).** 

3.  The  physician’s  report  should  include  in- 
formation needed  to  identify  the  child,  par- 
ents, and/or  perpetrator  where  possible,  as 
well  as  specific  findings  and  reasons  for  sus- 
pecting maltreatment. 

4.  If  urgent  or  necessary  to  insure  the  safety 
of  the  child,  assistance  from  law  enforcement 
officials  may  be  requested  through  the  Bureau 
of  Children’s  Services. 

Recommended  Terms  in  the  Physic  ian's  Re- 
port Might  Include:  “Not  explainable  by  the 
available  medical  history  as  being  accidental 
in  nature;”  “x-ray  studies  have  shown  no 
cause  for  this  child  to  get  fractures  easily;” 
hematologic  studies  have  shown  no  cause  for 
this  child  to  bruise  readily;”  “there  is  no  ap- 
parent medical  explanation  for  such  severe 
malnutrition,  fractures,  and  bruises  other 
than  neglect,  abuse,  or  jibysical  attack;”  or,  if 
true,  when  the  child  was  asked  how  she  was 
injured,  she  replied,  ‘my  mommy  did  it.’  ” 
Physician’s  responsibility  is  not  to  fix  guilt 
but  to  report  findings. 

Good  medical  testimony  is  essential  to  the 
protection  of  the  child  and  proper  legal  pro- 
ceedings in  these  cases.  Therefore,  physicians 
are  urged  to  cooperate  by  appearing  in  court 
as  reepiested.  This  is  supported  by  the  MSNJ. 

Present  New  Jersey  Slate  Lazo  is  N.J.  Stat. 
.\nn.  Secs.  ‘Lfi-l  to  ‘):(i-8.7.  It  a])plies  to  chil- 
dren under  18. 
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Tl7;o  reports:  Any  person  (having  reasonable 
cause  lo  suspect)  must  report  any  act  of 
abuse,  abandonment,  cruelty,  or  neglect  which 
results  in  serious  physical  or  mental  injury  by 
other  than  accidental  means  by  a parent, 
gtiardian,  or  person  having  custody  or  control 
of  the  child. 


To  Whom  Reported:  The  Btireati  of  Chil- 
dren’s .Services. 

Immunity : Unqualified. 

Failure  to  report  labels  the  individtial  as  a 
“disorderly  person.” 


■Acknowledgment  is  made  to  the  Child  Health  Com- 
mittee of  the  Bergen  County  Medical  Society  for  the 
initial  guide  and  its  efforts  in  behalf  of  abused  chil- 
dren. 


Peptic  Ulcer:  The  Quiet  Epidemic 


Contrary  to  what  many  people  think,  the 
“high-salaried,  eastern-big-city,  businessman- 
executive”  is  not  the  typical  peptic  ulcer  vic- 
tim. True,  he  could  have  an  ulcer,  but  so  can 
all  kinds  of  people  of  all  ages,  in  urban  and 
in  rural  areas.  Even  babies  can  suffer  from 
It  leers. 

Peptic  tilcer — which  attacks  4,000  new  victims 
a day — seems  to  be  on  the  increase.  In  Peptic 
Ulcer — The  Quiet  Epidemic,  a new  Public 
■-Vffairs  Pamphlet,  Theodore  Berland  explains 
what  a peptic  ulcer  is,  how  it  is  made,  and 
who  is  most  likely  to  get  it.  He  describes  the 
symptoms,  how  the  diagnosis  is  made,  the 
treatment,  and  how  to  keep  an  ulcer  from 
rettirning. 

In  general,  Berland  points  out,  “people  who 
get  ulcers  have  an  inherent  susceptibility  to 
them;  and  this  susceptibility  makes  them  par- 
ticularly vulnerable  to  certain  conditions  in 
their  environment.  Stress  is  the  primary  envi- 
ronmental factor  connected  with  ulcers.” 

Many  doctors,  Berland  finds,  agree  that  the 
hospital  is  the  best  place  for  treatment — if  the 
patient  can  afford  it — because  there  they  have 
“complete  control  of  the  patient  and  his  envi- 
ronment.” There  the  treatment  is  likely  to  be 
diet,  drugs,  and  sedation — ^with  the  aim  of 
keeping  the  body  and  the  emotions  calm  and 
the  stomach  secreting  less  acid. 
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Berland  describes  the  different  kinds  of  sur- 
gery for  different  situations.  But  most  doctors 
follow  Dr.  William  Mayo’s  advice:  “.An  ulcer 
patient  should  not  be  operated  on  until  he 
experiences  nine  failures  in  medical  treat- 
ment (rest,  diet,  and  drugs) 

Ulcer  patients  are  known  to  be  unduly  rough 
on  themselves.  To  help  them  keep  the  ulcer 
from  recurring,  Berland  suggests  these  rules 
to  live  by: 

(1)  eat  and  drink  in  moderation,  (2)  don’t 
smoke,  (3)  if  you  can’t  do  something  about  a 
situation,  stop  worrying,  (4)  if  you  can  do 
something  about  it,  do  it,  or  ask  George  to  do 
it,  (.5)  don’t  bottle  up  your  feelings — blow 
your  top  occasionally,  (6)  get  away  from  it 
all — leave  your  work  behind  at  your  office — ■ 
get  away  on  holidays  and  vacations  as  often 
as  you  can,  (7)  make  realistic  schedules  for 
doing  things,  seeing  people,  and  getting  from 
place  to  place,  (8)  Enjoy  your  life  and  your 
family  and  friends. 

Peptic  Ulcer— The  Quiet  Epidemic  is  No.  472 
in  the  Public  Affairs  Pamphlet  series,  now  in 
its  36th  year.  The  series  includes  many  other 
helpful  titles  covering  health  and  science, 
family  relations,  social  and  economic  prob- 
lems, race  relations.  All  pamphlets  sell  for  25 
cents  each;  a list  is  available  on  request  from 
the  Pid)lic  Affairs  Committee,  381  I’ark  .Ave- 
nue .South,  New  5’ork  10016. 
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Address  of  Retiring  President* 

E.  Vernon  Davis,  M.D. 

Often  in  the  midst  of  the  year’s  demanding 
activities  I tvas  weighed  down  with  the  feel- 
ing that  the  term  of  office  might  prove  crush- 
ingly  long.  Now  as  it  comes  to  its  end,  1 find 
in  retrospect  that  it  has  seemed  amazingly 
brief.  For  me,  as  for  every  president  of  the 
Society  I am  sure,  the  experience  of  serving 
as  president  has  been  challenging,  interesting, 
instructive,  and  encouraging.  I have  learned 
to  perceive,  as  I never  did  before,  bow  many, 
diversified,  and  complex  are  the  areas  with 
which,  as  a Society  and  as  individual  mem- 
bers of  the  profession,  we  must  concern  our- 
selves. I have  been  awed  by  the  far-reaching 
significance  of  the  decisions  which  we  are 
called  upon  to  make. 

No  longer  can  a physician  conceive  that  his  is 
a simple,  direct  relationship  and  responsibili- 
ty between  himself  and  his  patient.  Now  his 
daily  decisions  and  activities  affect  not  only 
his  patient’s  health  and  welfare,  but  they  in- 
fluence the  spirit  and  temper  of  contemporary 
society,  the  attitude  and  actions  of  govern- 
ment, and  basic  factors  bearing  upon  the  sta- 
bility and  balance  of  our  national  economy. 

That  is  why  every  member  of  our  profession 
must  do  his  or  her  conscientious  best,  as  a 
physician  and  as  a member  of  contemporary 
society,  to  protect  the  health  and  welfare  of 
patients,  but,  beyond  that,  to  preserve  and 
foster  the  over-all  best  interests  of  the  nation 
as  a whole. 

In  our  efforts  to  acquit  ourselves  of  this  re- 
sponsibility, we  must  be  neither  too  polite 
nor  too  indifferent  to  enter  into  sharp  and 
vigorous  disagreement  with  any  and  all  who, 
with  confidence  in  their  own  uu])rovcd  judg- 
ments, attempt  to  lay  down  rigid,  arbitrary, 
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and  sometimes  crippling  regulations  for  the 
deliverers  of  health  care  services  to  follow. 
We  must  be  vigorous  in  pressing  for  the  re- 
tention or  adoption  of  every  jtractice,  jtropos- 
al,  or  idea  that  we  see  as  constructive  and 
good  in  its  impact.  We  must  be  ecjually  vigor- 
ous in  opposing  retention  or  adoption  of  e%’- 
ery  practice,  proposal,  or  idea  that  we  see  as 
destructive  and  bad. 

To  carry  out  this  objective,  we  must  act 
firmly  on  the  basis  of  our  convictions  as  indi- 
viduals, but  especially  we  must,  through  our 
organized  strength  in  medicine,  act  vigorously 
and  unitedly  as  a profession. 

That  is  what  we  in  the  Medical  Society  are 
trying  to  do.  That  is  why,  with  such  impres- 
sive generosity,  all  our  officers,  council  and 
committee  members,  and  staff  give  so  con- 
stantly of  their  time  and  energies. 

The  reports  that  are  before  the  House  of 
Delegates  and  that  will  be  made  available  to 
all  our  members  in  the  Transactions  issue  of 
The  Journal  offer  the  chronicle  of  this  year’s 
undertakings  and  achievements.  I commend 
them  to  your  reading,  and  I exhort  you,  if 
you  have  not  already  so  committed  your- 
selves, to  realize  now  that  your  help  is  need- 
ed, and  to  make  a firm  resolve  to  give  that 
help  to  your  utmost. 

1 am  retiring  from  the  command  post,  and 
a netv  leader  is  to  succccil  me.  Fo  Doctor 
D’Elia  1 pledge  cverv  assistance  that  I can 
render  in  any  capacitv,  as  I do  to  all  of  you. 
We  of  the  |jrofession  of  meilicine  are  the  pre- 
servers and  defenders  of  life.  I.et  it  be  said  of 
us  that  in  these  times  of  iiulecision,  we  sup- 
plied leailershij)  and  service  that  ga\e  new  life 
and  lustre  not  onlv  to  our  profession  I)ut  to 
all  the  .American  people  as  well. 

• Delivered  before  the  1972  House  of  Delegates,  MSNJ, 
second  session.  May  7,  1972,  .\tlaiuic  City. 
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He  won’t  resist 
Ifeeling  better  with 

Myianta 

' Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
i the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• DepOndence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


a new  outlook  in 


Contraindications: Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions  :‘Cerfam  Respiratory  Conditiojis.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wi  1 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trac  f 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagoni: 
Some  patients  previously  receiving  narcotics  have  experienced  mi 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administere 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  cause  ar  i 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratio 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequent! 


constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhe  v 


CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  heat 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncop 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acwij 
CNS  Manifestations  under  WARNINGS);  and  rarely'  tremor,  irr 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequentl 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarel 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  decreas 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depressior 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  i 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  no 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  witl 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  ii 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receivei 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discon 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha; 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an( 
kidney  function  have  revealed  no  significant  abnormalities  aftei 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othei 
supportive  measures  should  be  employed  as  indicated.  Assisted  oi 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


\ Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 
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Trustees'  Minutes 

April  16,  1972 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  April  16,  1972,  at  the  Executive 
Offices  in  Trenton.  Detailed  minutes  are  on 
file  with  the  secretary  of  your  county  medical 
society.  A summary  of  significant  actions  fol- 
lows: 

Jerome  G.  Kaufman,  M.D.  . . . Observed  a 
moment  of  silent  prayer  in  tribute  to  the 
memory  of  Dr.  Jerome  G.  Kaufman,  171st 
President  of  MSNJ,  who  died  on  April  1, 
1972. 

. . . Adopted  the  following  memorial  resolu- 
tion and  authorized  a memorial  contribution 
to  the  Medical  Student  Loan  Fund  in  memory 
of  Dr.  Kaufman: 

JEROME  GEORGE  KAUFMAN,  M.D. 
1901—1972 

Whereas,  after  a rich  life  of  distinguished  and  ex- 
emplary service  as  a renowned  physician  and  outstand- 
ing medical  leader,  Jerome  George  Kaufman,  M.D.,  our 
beloved  colleague,  has  been  called  to  his  eternal 
reward;  and 

Whereas,  as  President,  member  of  the  Board  of 
Trustees,  Chairman  of  the  Committee  on  Annual  Meet- 
ing, member  of  numerous  councils  and  committees,  and 
Delegate  to  the  American  Medical  Association,  Doctor 
Kaufman  uniformly  rendered  high  and  valuable  serv- 
ices to  The  Medical  Society  of  New  Jersey  and  to  the 
people  of  our  State;  and 

Whereas,  his  generous  spirit  led  him  to  give  further 
of  himself  as  member  and  President  of  the  State  Board 
of  Medical  Examiners  and  as  an  active  worker  in  many 
spheres  of  community  and  governmental  health-care 
concerns;  and 

Whereas,  by  his  indefatigable  industry  he  commanded 
esteem  and  by  his  quiet  amiability  he  won  the  affec- 
tions of  all  with  whom  he  came  in  contact;  now  there- 
fore be  it 

RESOLVED,  that  The  Medical  Society  of  New  Jersey, 
honoring  Jerome  George  Kaufman,  M.D.,  in  death  as 
in  life,  records  its  profound  grief  at  his  passing;  and  be 
it  further 

RESOLVED,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  another 
copy,  suitably  prepared,  be  presented  to  his  bereaved 
widow  in  token  of  heartfelt  sympathy. 

Membership  for  Interns  and  Residents  . . . 
Voted  to  record  itself  as  approving  the  crea- 


tion of  a category  of  membership  for  interns 
and  residents  in  MSNJ. 

. . . Directed  that  Legal  Counsel  study  the 
Society’s  Charter  to  ascertain  whether  any  of 
its  provisions  would  interfere  with  the  creation 
of  such  a category  of  membership. 

. . . Directed  that  the  results  be  made  avail- 
able to  the  members  of  Reference  Committee 
“A”  and  to  the  officers  and  delegates  appearing 
at  the  hearings  of  that  committee. 

Emergency  Medical  Services  Seminar  . . . 
Authorized  the  Chairman  of  the  Committee 
on  Emergency  Medical  Care  to  attend  (with 
expenses  paid)  a seminar  on  emergency  medi- 
cal services  in  Baltimore,  May  16  and  17. 

New  Jersey  State  Nurses’  Association  . . . 
Authorized  the  Executive  Committee,  and 
those  members  of  the  Board  of  Trustees  who 
wish  to  participate,  to  accept  the  invitation  to 
attend,  as  official  representatives  of  MSNJ,  a 
meeting  of  the  Board  of  Directors  of  the  New 
Jersey  State  Nurses’  Association  to  consider  a 
recommendation  from  the  National  Commis- 
sion for  the  Study  of  Nursing  and  Nursing 
Education  concerning  the  congruent  roles  of 
the  physician  and  the  nurse  in  providing 
quality  health  care. 

CMDNJ — Ayinual  Report  . . . Directed  that 
Stanley  S.  Bergen,  Jr.,  M.D.,  President, 
CMDNJ,  be  informed  that  the  Society  would 
welcome  a written  annual  report  reviewing 
the  activities,  goals,  aspirations,  and  problems 
of  the  College  for  distribution  to  the  House 
of  Delegates. 

Current  State  Legislation  . . . Approved  the 
following  positions  on  current  legislation 
recommended  by  the  Council  on  Legislation 
except  as  indicated. 

All  measures  thus  marked  (*)  are  identical  with  bills 
of  last  year— or  preceding  years— whose  official  positions 
were  the  same. 

S-576  —To  provide  that  no  person,  partnership  or 
corporation  shall  sell  any  packaged  foods  in 
this  State  unless  there  is  affixed  thereto  a label 
stating  every  ingredient  in  order  of  its  pre- 
dominance. APPROVED 
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*S-597  —To  authorize  the  Commissioner  of  Health  to 
provide  for  the  care  and  treatment  of  drug 
addicts  by  public  and  private  facilities,  in- 
cluding out-patient  care  and  rehabilitation 
treatment  and  to  appropriate  $300,000.  AP- 
PROVED 

*S-605  —To  provide  that  no  person  shall  store  or  drain 
or  dispose  of  dangerous  or  toxic  chemicals  in 
or  on  the  soil  unless  the  soil  is  protected  by  a 
dike  or  shield  and  unless  an  annual  permit  is 
obtained  from  the  Commissioner  of  Environ- 
mental Protection.  APPROVED 

*8-606  —To  create  the  New  Jersey  Medical  Education 
Loan  Fund  in  the  Department  of  Higher  Edu- 
cation. APPROVED 

•S-607  —To  authorize  the  Public  Utilities  Commission 
to  regulate  and  control  radioactive  material, 
waste  and  by-product  material  and  to  provide 
for  licensing  and  filing  of  annual  reports. 
DISAPPROVED,  because  it  is  unnecessary  and 
would  conflict  with  the  Department  of  En- 
vironmental Protection. 

*8-613  —To  create  a guaranteed  medical  education 
loan  program  within  the  Higher  Education  .As- 
sistance Authority  and  to  appropriate  .$,50,000. 
APPROVED 

8-622  —To  grant  any  counselor,  psychologist,  nurse, 
or  other  staff  member  of  a non-profit  youth 
organization  immunity  from  civil  suit  for 
damages  in  actions  arising  from  efforts  to  help 
persons  cure  their  dependency  on  or  from  the 
illegal  use  of  controlled  dangerous  substances. 
APPROVED 

8-630  —To  provide  that  no  person  shall  operate  a 
motor  vehicle  while  in  possession  of  a con- 
trolled dangerous  substance.  APPROVED 

8-631  —To  provide  that  no  person  shall  operate  a 
motor  vehicle  while  under  the  influence  of  a 
controlled  dangerous  substance.  APPROVED 

8-639  —To  transfer  functions,  powers  and  duties  of 
professional  boards  to  the  Director  of  the  Divi- 
sion of  Consumer  Affairs  in  the  Department  of 
Law  and  Public  8afety.  DISAPPROVED,  be- 
cause the  personnel  of  the  State  Board  of 
Medical  Examiners  are  better  qualified  to  pass 
upon  the  basis  of  suspending  or  revoking  a 
physician’s  or  surgeon’s  license,  especially  in 
arriving  at  determinations  of  physical  and/or 
mental  incapacitation  or  determinations  con- 
cerning the  standards  of  competent  medical 
practices.  The  bill  would  place  profc-ssional 
boards  in  the  anomalous  position  of  having 
the  sole  right  to  grant  licenses  which  another 
agency  has  the  sole  right  to  suspend  or  revoke. 

8-6'10  —To  provide  that  no  renewal  certificates  of 
registration  shall  be  issued  by  the  Board  of 
Pharmacy  following  approval  of  this  act  until 
the  applicant  submits  satisfactory  proof  to  the 
Board  that  he  has  participated  in  courses  of 
continuing  professional  pharmaceutical  educa- 
tion of  the  types  and  number  of  credits  speci- 
fied. NO  ACTION 

8-661  —To  define  child  care  centers  to  indude  juivatc 
and  ])ublic  child  care  centers,  dav  nurseries: 
nursery  scluxils  or  other  establishments  of 


similar  character:  to  define  Local  Child  De- 
velopment Council  and  to  provide  for  a Child 
Development  Committee  in  the  Department  of 
Education  and  other  amendments.  APPROV- 
ED. 

8-666  —To  provide  that  any  person  who  knowingly 
posses.scs  or  sells  drug  paraphernalia  evincing 
an  intent  to  use  the  same  for  unlawfully  mix- 
ing, compounding  or  otherwise  preparing  any 
narcotic  drug  or  unlawfully  manufacturing, 
packaging  or  dispensing  of  any  narcotic  drug 
is  a disorderly  person.  APPROVED 

8-686  —To  grant  physicians  and  surgeons  immunity 
from  liability  for  services  rendered  at  the  re- 
quest of  police  where  persons  are  suspected  of 
operating  a motor  vehicle  under  the  influence 
of  liquor  or  drugs.  APPROVED 

8-712  —To  authorize  the  Commissioner  of  Environ- 
mental Protection  to  limit  the  treatment  and 
disposal  within  this  8tate  of  solid  waste  col- 
lected outside  the  State.  .APPROVED 

*8-714  —To  establish  regional  evaluation  centers  for 
mentally  retarded,  physically  handicapped, 
handicapped,  emotionally  disturbed,  socially 
maladjusted,  and  multiple  handicapped  chil- 
dren and  to  appropriate  .$100,000.  AP- 
PRO I ED 

8-728  —To  reduce  from  0.15%  to  0.10%  the  weight 
of  alcohol  in  the  defendant’s  blood  which 
shall  not  give  rise  to  any  presumption  of 
drunken  driving  and  to  repeal  Section  2 of  C. 
141,  P.L.  1966.  (See  A-719)  APPROVED 

8-739  —To  prohibit  an  owner  of  a motor  vehicle  from 
permitting  another  person  to  operate  such 
vehicle  wliile  impaired  by  the  consumption  of 
alcohol.  APPROVED 

8-754  —To  prohibit  use  of  any  decorations,  draperies 
or  curtains  of  highly  flammable  materials  in 
buildings  of  a ptililic  character.  APPROVE,!) 

8-755  —To  define  and  include  toys  under  the  act 
regulating  sale,  manufacture  or  distribution  of 
highly  flammable  wearing  apparel  and  fabrics. 
APPROVED 

8-773  — To  require  the  Department  of  Environmental 
Protection  to  prepare  periodic  rc])orts  on  am- 
bient air  quality  in  various  regions  of  the 
State  and  to  distribute  such  reports  to  news 
itiedia  for  publicatioti  and  to  a])propriate 
.$10,000.  APPROVED 

8-774  —To  authorize  the  Department  of  Environ- 
mental Protection  to  prepare  design  standards 
for  marine  toilets  installed  in  boats  operating 
in  waters  of  this  State  and  to  provide  that  no 
vessel  shall  be  provided  a certificate  of  nutu- 
ber  under  the  Boat  .Act  unless  equipped  with 
a mariue  toilet  approved  bv  the  Department. 
APPROVED 

*S-779  —To  repeal  R.S.  2.A:  134-4  which  relates  to  the 
polluting  of  waters  useel  for  ice  harvesting. 
APPROVED 

8-783  —To  reejuirc  persons  who  operate  oil  facilities 
to  demonstrate  to  the  Commissioner  of  En- 
vironmental Protection  an  ability  to  remove 
and  contain  any  oil  reasonably  expectetl  to  be 


560 


HIE  JOURNAL  OF  THE  MEDICAL  .SOCIf  I Y OF  NEW  JERSEY 


discharged  from  such  facility  under  the  Oil 
Pollution  Prevention  Act  of  1971.  APPROVED 

S-784  —To  increase  the  membership  of  the  Advisory 
Council  on  Solid  Waste  Management  from  11 
to  13  and  to  include  thereon  the  Secretary  of 
Agriculture  and  the  Dean  of  the  College  of 
Agriculture  and  Environmental  Science  of 
Rutgers  University.  APPROVED 

•S-789  —To  provide  that  the  implied  warranties  of 
merchantability  and  fitness  under  the  Uni- 
fonn  Commercial  Code  shall  not  apply  to 
contracts  for  sale  of  blood,  blood  plasma  or 
human  tissues  or  organs.  ACTIVE  SUPPORT 

S-791  —To  provide  that  no  person  employed  by  any 
school  district  shall  use  the  designation  of 
doctor  unless  such  degree  is  an  earned  or 
honorary  degree  conferred  by  a college  or 
university  acceptable  to  the  State  Board  of 
Examiners  for  certification  purposes.  AP- 
PROVED 

S-817  —To  establish  a Department  of  Mental  Health 
as  a principal  department  of  the  State  Gov- 
ernment and  to  appropriate  $100,000  therefor. 
APPROVED 

S-830  —To  increase  membership  on  the  State  Board 
of  Medical  Examiners  to  15  from  11,  to  pro- 
vide the  Governor  power  to  appoint  all  mem- 
bers and  to  make  all  members  full  voting 
members.  APPROVED 

S-835  —To  provide  a pilot  program  of  mandatory 
civil  commitment  of  certain  drug  dependent 
persons  in  treatment  centers,  to  prescribe 
procedures  and  to  appropriate  .81, 500,000 
therefor.  APPROVED 

S-839  —To  require  the  New  Jersey  Turnpike  Author- 
ity to  prepare  an  environmental  impact  state- 
ment on  each  project,  addition  or  extension  to 
the  New  Jersey  Turnpike  before  final  ap- 
proval of  such  project.  APPROl'ED 

S-841  —To  create  the  New  Jersey  Healtli  Gare  Fa- 
cilities Financing  Authority,  define  its  powers 
and  duties  and  to  authorize  the  issuance  of 
bonds  and  notes  of  the  .Authoritv.  AP- 
PROVED 

A-307  —To  direct  the  acquisition  of  the  Margaret 
Hague  Maternity  Hospital  for  .$1  for  use  of 
the  College  of  Medicine  and  Dentistry.  (See 
A-767.)  DISAPPROVED,  because  the  college 
is  primarily  interested  in  education  and 
should  not  become  burdened  with  the  admin- 
istration and  operation  of  state  facilities  not 
essential  to  that  educational  function. 

A-446  —To  eliminate  the  requirement  for  a post 
mortem  exaniination  where  death  occurs  with- 
in 24  hours  after  admission  to  a hospital  or 
institution.  APPROVED 

A-514  —To  provide  for  the  regulation  of  clinical 
laboratories  in  the  New  Jersey  Clinical  Labo- 
ratory lni|)roveinent  Act.  ACTION  DE- 
FERRED, |)cnding  a conference  with  the 
sponsor  of  the  bill. 

.A-646  —To  provide  for  allocation  of  ,8.005  for  each 
10  cigarettes  or  fraction  thereof  for  research 
into  causes,  prevention  and  cure  of  disea.ses 


associated  with  smoking.  ACTION  DE- 
FERRED, pending  reply  from  the  College  of 
Medicine  and  Dentistry  of  New  Jersey. 

A-647  —To  increase  the  cigarette  tax  from  7 cents  to 
7.5  cents  for  each  10  cigarettes  with  the  addi- 
tional tax  to  be  annually  appropriated  to  the 
College  of  Medicine  and  Dentistry  for  research 
of  causes,  prevention,  and  cure  of  diseases  as- 
sociated with  cigarette  smoking.  ACTION  DE- 
FERRED, pending  reply  from  the  College  of 
Medicine  and  Dentistry  of  New  Jersey. 

*.A-674  —To  provide  that  the  need  for  a certificate  un- 
der the  act  providing  for  certification  of  x-ray 
technicians  shall  not  apply  to  a licensed 
dentist  who  operates  only  x-ray  equipment  for 
dental  radiographs  and  only  under  the  direct 
supervision  of  a licensed  dentist;  to  provide 
for  9 examiners,  in  place  of  10,  on  the  x-ray 
technician  board.  APPROl'ED 

.-\-699  —To  provide  that  claims  and  reimbursement  of 
physicians  or  psychologists  shall  not  be  denied 
for  certain  reasons  under  the  act  concerning 
group  health  insurance.  DISAPPROVED,  be- 
cause tbe  bill  is  unnecessary,  since  the  psy- 
chologist is  already  entitled  to  payment  for 
services  rendered  under  any  insurance  policy 
which  covers  the  services  of  a psychologist. 

A-700  —To  provide  for  reimbursement  of  licensed 
psychologists  for  eligible  services  under  the 
act  concerning  medical  service  corporations. 
DISAPPROVED,  because  the  bill  is  unneces- 
sary, since  the  psychologist  is  already  entitled 
to  payment  for  services  rendered  under  any 
insurance  policy  which  covers  the  services  of  a 
psychologist. 

A-701  —To  provide  for  payment  of  services  of  psy- 
chologists under  policies  of  health  insurance 
provided  by  the  act  concerning  the  Life  and 
Health  Insurance  Code  whether  the  services 
are  performed  by  a physician  or  a duly  li- 
censed psychologist.  DISAPPROVED,  because 
the  bill  is  unnecessary,  since  the  psycholopst 
is  already  entitled  to  payment  for  services 
rendered  under  anv  insurance  policy  which 
covers  the  services  of  a psychologist. 

A-719  —To  provide  that  the  presumption  that  a 
motor  vehicle  violation  defendant  was  or  was 
not  under  the  influence  of  alcohol  shall  not 
arise  where  the  alcohol  content  in  a de- 
fendant’s blood  was  in  exce.ss  of  .05%  but  less 
than  0.12%.  (.See  S-728)  . APPROVED 

A-73I  —To  exclude  storm  doors  from  the  act  regulat- 
ing .safety  glazing  material.  DISAPPROVED. 
because  storm  tloors  conslitule  a gra\e  and 
frc(|uent  hazard,  especially  to  children. 

Note:  The  Boartl  changed  the  recommended  position 

of  “no  action”  to  DIS.APFROVF.D,  for  the  reason  given 

above. 

*.A-710  — 'Fo  re(|uire  labeling  of  food  wheic  appro- 
priate “This  article  of  footl  was  frozen  and 
permitted  to  thaw”  by  the  retail  place  of 
business.  APPROVED 

A-757  —To  provide  that  an  act  to  cause  miscarriage 
of  the  pregnant  woman  is  justifiable  when 
committed  with  her  consent  by  a duly  licensed 
])hysician  acting  within  24  weeks  of  the  be- 
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ginning  of  the  pregnancy  or  under  a reason- 
able belief  such  is  necessary  to  preserve  her 
life.  DISAPPROVED,  because  the  bill  is  not 
compatible  with  the  official  position  of  The 
Medical  Society  of  New  Jersey,  which  declares: 

. . . Recognizing  that  there  are  many  physi- 
cians who  on  moral  or  religious  grounds  op- 
pose therapeutic  abortion  under  any  circum- 
stances, The  Medical  Society  of  New  Jersey  is 
opposed  to  induced  abortion  except  when: 

(1)  There  is  documented  medical  evidence  that 
continuance  of  the  pregnancy  may  threaten 
the  health  or  life  of  the  mother,  or 

(2)  There  is  documented  medical  evidence  that 

the  infant  may  be  born  with  incapacitating 
physical  deformity  or  mental  deficiency,  or 

(3)  There  is  documented  medical  evidence  that 
continuance  of  a pregnancy  resulting  from 
legally  established  statutory  or  forcible 
rape  or  incest  may  constitute  a threat  to 
the  mental  or  physical  health  of  the  pa- 
tient, 

(4)  Two  other  physicians  chosen  because  of 
their  recognized  professional  competence 
have  examined  the  patient  and  have  con- 
curred in  writing,  and 

(5)  The  procedure  is  performed  in  a hospital 
accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  . . . (Adopted 
1968) 

A-767  —To  authorize  and  direct  the  Board  of 
Trustees  of  the  College  of  Medicine  and  Den- 
tistry to  purchase  for  use  the  Jersey  City  Medi- 
cal Center  for  $1.  (See  A-307.)  DISAP- 
APPROVED,  because  the  College  is  primarily 
interested  in  education  and  should  not  be 
burdened  with  the  administration  and  opera- 
tion of  state  facilities  not  essential  to  that 
educational  function. 

•A-779  —To  provide  that  the  blind  and  otherwise 
physically  disabled  shall  have  the  opportunity 
to  public  and  private  employment  except 
where  the  disability  prevents  performance  of 
work  involved,  and  to  obtain  all  public  ac- 
commodations, publicly  assisted  housing  and 
other  real  property  without  discrimination. 
APPROVED 

A-780  —To  provide  for  packaging  of  meat  in  trans- 
parent packages  and  limited  labeling  on  one 
side.  APPROVED 

A-800  —To  provide  that  firemen  suffering  disability 
or  death  from  a respiratory  disease  shall  be 
presumed  to  have  been  suffered  in  the  per- 
formance of  duty.  DISAPPROVED,  because 
it  involves  diagnosis  by  legislative  enactment 
rather  than  by  medical  evaluation. 

A-809  —To  make  the  effective  date  of  the  act  regulat- 
ing the  use  of  safety  glazing  material  Decem- 
ber 30,  1972.  DISAPPROVED,  because  the 
protective  advantages  of  the  new  law  should 
accrue  to  the  public  at  the  earliest  possible 
date. 

Note:  The  Board  changed  the  recommended  position 
of  “no  action”  to  DISAPPROVED,  for  the  reason 
given  above. 


A-819  —To  provide  that  the  Board  of  Medical  Ex- 
aminers shall  charge  fees  for  licenses  to  prac- 
tice medicine  and  surgery  as  provided  for  in 
the  Statutes  and  where  not  so  designated  such 
fees  shall  be  prescribed  by  rule  or  regulation. 
ACTIVE  OPPOSITION,  because  the  imposi- 
tion of  these  fees,  which  are  in  excess  of  those 
applicable  in  other  states,  will  tend  to  discour- 
age young  physicians  from  coming  to  New 
Jersey  to  practice. 

Note:  The  Board  changed  the  recommended  position 
of  “disapproved”  to  ACTIVE  OPPOSITION , for  the 
reason  given  above. 

A-826  —To  require  the  labeling  of  milk  and  milk 
products  indicating  the  date  beyond  which  the 
milk  or  milk  product  cannot  be  sold.  AP- 
PROVED 

A-827  —To  establish  a New  Jersey  Ocean  Sanctuary 
under  the  care  and  control  of  the  Department 
of  Environmental  Protection.  APPROVED 

A-832  —To  permit  freeholders  in  counties  which  have 
no  county  home  or  hospital  for  the  diagnosis 
and  care  of  children  afflicted  with  Cooley’s 
anemia  to  appropriate  not  more  than  $5,000 
each  year  for  such  care.  APPROVED 

A-835  —To  clarify  certain  sections  of  Noise  Control 
Act  of  1971  and  eliminate  veto  power  of  the 
Noise  Control  Council.  NO  ACTION 

A-837  —To  require  school  buses  transporting  school 
children  to  be  equipped  with  emergency  exits 
including  roof  exits  with  the  standards  to  be 
prescribe  by  regulations  of  the  State  Board  of 
Education.  APPROVED 

A-838  —To  provide  that  the  rules  and  regulations  of 
the  State  Board  of  Education  for  equipment 
on  school  buses  shall  include  a requirement 
that  the  back  of  seats  shall  be  28  inches  high 
and  padded  with  energy  absorbing  load  dis- 
tribution materials  and  restraint  systems  for 
the  drivers  and  passengers  seats.  APPROVED 

A-851  —To  permit  the  sending  of  handicapped  chil- 
dren to  special  classes  in  schools  of  any  other 
State  of  the  United  States.  NO  ACTION 

A-862  —To  authorize  the  Department  of  Health  to 
establish  a testing  procedure  for  the  detection 
of  sickle  cell  anemia  in  children.  APPROVED 

A-869  —To  authorize  counties  to  establish  County 
Environmental  Protection  Councils.  DISAP- 
PROVED, because  it  unnecessarily  duplicates 
the  powers  already  vested  in  the  State  De- 
partment of  Environmental  Protection. 

-A-870  —To  provide  for  the  regulation  and  registra- 
tion of  snowmobiles.  APPROVED 

A-871  —Provides  for  rewards  for  persons  furnishing 
information  leading  to  the  arrest  and  convic- 
tion of  certain  controlled  dangerous  substances 
offenders;  appropriates  $100,000.  NO  ACTION 

A-875  —To  authorize  boards  of  education  concurred 
in  by  the  county  superintendent  to  transport 
pupils  to  school  where  unduly  hazardous  traf- 
fic conditions  exist.  APPROVED 

A-882  —To  require  all  vehicles  transporting  children 
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to  school  to  observe  all  traffic  safety  laws  ap- 
plicable to  school  buses.  APPROVED 

A-904  —To  permit  qualified  technical  aides  to  per- 
form limited  medical  procedures  ordered  by  a 
a responsible  licensed  physician.  CONDI- 
TIONAL APPROVAL,  providing  that  the  bill 
is  amended  to  indicate  that  the  physician 
directing  the  technical  aide  shall  certify  as  to 
his  or  her  competence. 

A-908  —To  amend  the  law  concerning  operation  of 
a motor  vehicle  while  under  the  influence  of 
narcotics  to  conform  to  the  New  Jersey  Con- 
trolled Dangerous  Substances  Act.  AP- 
PROVED 

A-914  —To  revise  penalties  for  polluting  fresh  or 
tidal  waters  of  the  State  to  fines  of  not  more 
than  .S2.500  for  the  first  offen.se  and  $10,000 
for  any  subsequent  offense.  APPROVED 

A-916  —To  provide  that  disability  or  death  of  a 
policeman  or  fireman  resulting  from  respira- 
tory diseases  shall  be  presumed  to  be  job  re- 
lated. DISAPPROVED,  because  it  involves 
diagnosis  by  legislative  enactment  rather  than 
by  medical  evaluation. 

A-922  —To  exempt  certain  non-prescription  drugs 
from  the  sales  tax.  NO  ACTION 

A-925  —To  provide  that  persons  who  illegally  prac- 
tice medicine  or  surgery  shall  be  guilty  of  a 
misdemeanor.  APPROVED 

A-936  —To  outlaw  abortions  unless  necessary  to  pre- 
serve the  life  of  the  mother,  which  determina- 
tion must  be  made  by  two  physicians,  and  to 
define  illegal  abortion  as  a high  misdemeanor. 
DISAPPROVED,  because  the  bill  is  not  com- 
patible with  the  official  position  of  The  Medi- 
cal Society  of  New  Jersey,  which  declares; 

. . . Recognizing  that  there  are  many  physi- 
cians who  on  moral  or  religious  grounds  op- 
pose therapeutic  abortion  under  any  cirmum- 
stances.  The  Medical  Society  of  New  Jersey  is 
opposed  to  induced  abortion  except  when: 

(1)  There  is  doaimented  medical  evidence 
that  continuance  of  the  pregnancy  may 
threaten  the  health  or  life  of  the  mother,  or 

(2)  There  is  documented  medical  evidence  that 
the  infant  may  be  born  with  incapacitating 
physical  deformity  or  mental  deficiency,  or 

(3)  There  is  documented  medical  evidence 
that  continuance  of  a pregnancy  resulting 
from  legally  established  statutory  or  forcible 
rape  or  incest  may  constitute  a threat  to  the 
mental  or  physical  health  of  the  patient, 

(4)  Two  other  physicians  chosen  because  of 
their  recognized  professional  competence  have 
examined  the  patient  and  have  concurred  in 
writing,  and 

(5)  The  procedure  is  performed  in  a hospital 
accredited  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  . . . (Adopted  1968) 

A-940  —To  extend  coverage  of  the  “New  Jersey 
Medical  Assistance  and  Health  Services  Act’’ 


to  recipients  of  general  public  assistance.  AP- 
PROVED 

A-944  —To  prohibit  storing  or  dumping  materials  in 
a manner  that  may  degrade  or  threaten  to 
degrade  water  quality  resulting  in  damage  to 
aquatic  life  and  wildlife.  APPROVED 

A-952  —To  amend  the  law  prohibiting  use  of  lead 
paint  to  prohibit  certain  additional  uses  and 
to  provide  a right  of  action  and  right  to  dam- 
ages to  persons  affected.  APPROVED 

A-979  —To  provide  that  graduates  of  foreign  medical 
schools  shall  not  be  required  to  take  examina- 
tions as  a condition  of  beginning  an  intern- 
ship or  residency  in  any  hospital  of  this  State. 
ACTIVE  OPPOSITION,  because  this  legisla- 
tion erroneously  assumes  that  all  foreign  med- 
ical schools  are  the  academic  equal  to  Ameri- 
can and  Canadian  medical  schools.  Its  enact- 
ment would  have  a devastating  effect  on  intern 
and  residency  training  programs  in  New  Jer- 
sey. The  bill  would  lead  to  disaccreditation  of 
those  intern  and  residency  training  programs, 
and  thus  would  discourage  qualified  medical 
school  graduates  from  applying  for  training  in 
this  State. 

Note;  The  Board  changed  the  recommended  position 
of  "disapproved”  to  ACTIVE  OPPOSITION,  for  the 
reason  given  above. 

Guide  for  Medical  Management  of  Child 
Abuse  . . . Approved  the  following  recom- 
mendation from  the  Council  on  Public 
Health: 

That  MSNJ  send  “A  Guide  for  the  Medical  Manage- 
ment of  Child  Abuse”  to  each  New  Jersey  hospital 
that  maintains  an  emergency  room. 

(The  brochure  was  prepared  by  MSNJ’s  Committee  on 
Child  Health,  with  the  assistance  of  Dr.  Phoebe  Hud- 
son of  Bergen  County  and  Mr.  John  Cosgove,  Pediatric 
Social  AVorker  at  Martland  Hospital.) 

. . . Directed  that  a copy  of  the  “Guide”  be 
submitted  for  publication  in  The  Journal, 
MSNJ.  (See  p.  551,  this  issue.) 

RH  and  Blood  Typing  . . . Approved  the 
following  recommendation  from  the  Com- 
mittee on  Maternal  and  Infant  Welfare,  which 
was  approved  by  the  Council  on  Public 
Health: 

That  the  Board  of  Trustees  inform  the  New  Jersey 
Department  of  Health  that  The  Medical  Society  of 
New  Jersey  requests  performance  of  routine  determina- 
tions of  Rh  factor  and  blood  type  for  all  pregnant 
females  upon  the  order  of  their  treating  physicians  and 
at  State  expense. 

Hearing  Screening  in  Public  Schools  . . . .Ap- 
proved tlie  following  rccotuinendation  from 
the  Committee  on  Conservation  of  X’ision, 
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Hearing  and  Sjreech,  which  was  approved  by 
the  Council  on  Public  Health: 

That  MSNJ  give  full  support  and  cooperation  to  the 
State  Department  of  Education  in  establishing  legisla- 
tion for  the  enforcement  of  screening  of  hearing  in  the 
public  schools. 

Finance  and  Budget  Committee  . . . Approved 
the  report  of  the  Committee  on  Finance  and 
Budget,  including  recommendations  to  the 
1972  House  of  Delegates.  The  entire  report 
will  be  included  in  the  Transactions  Issue 
of  The  Journal  (July)  and  is  not  preprinted 
here. 

Medical  Education  . . . Approved  the  follow- 
ing recommendations  from  the  Committee  on 
Medical  Education: 

1.  d'hat  the  Commiitee  on  Medical  Education  be 
authorized  to  a.ssume  the  duty  of  accrediting  courses  of 
continuing  physician  education  in  New  Jersey  in  ac- 
cordance with  AMA  guidelines  and  principles. 

2.  That  the  Committee  on  Medical  Education  be 

authorized  to  negotiate  approval  of  MSNJ’s  accredita- 
tion plan  with  the  Council  on  Medical  Educa- 

tion. 

3.  I’liat  in  order  to  continue  active  membership  in 
MSNJ,  members  must  participate  in  approved  ]>ro- 
grams  of  continuing  education  for  a total  of  150  hours 
in  a given  three-year  period,  in  accordance  xuith  AMA 
guidelines.  (A  program  accredited  by  either  the  AMA 
Council  on  Medical  Education  or  MSNJ’s  Committee 
on  Afedical  Education  is  acceptable.) 

. . . Approved,  as  a means  of  emphasizing  the 
position  stated  in  the  foregoing  recommenda- 
tion, the  following  re,solution  for  introduction 
in  the  House  of  Delegates: 

Whereas,  continuing  education  for  physicians  is  being 
increasingly  acknowledged  as  requisite  for  the  main- 
tenance of  professional  capability  and  performance  in 
the  rendition  of  high  quality  medical  care;  and 

Whereas,  the  .American  Medical  .Association  has  re- 
ferred the  responsibility  for  accrediting  continuing 
medical  education  programs  within  state  boundaries 
to  state  medical  associations;  and 

AVhercas,  continuing  medical  education  is  being  man- 
dated in  various  areas  of  the  country  either  by  legis- 
lative enactment  or  state  medical  society  requirement; 
now  therefore  be  it 

RE.SOIA’ED,  that  the  House  of  Delegates  of  The 
Afedical  Society  of  New  Jersey  record  itself  as  favoring 
the  ado]}tion  of  an  added  requirement  for  retention  of 
membership;  namely,  that  in  order  to  continue  active 
membership  in  MSNJ,  members  must  participate  in 
approved  programs  of  continuing  education  for  a total 
of  1,50  hours  in  a given  three-year  ])criod,  in  ac- 
cordance with  ,AM,A  gtiidelines.  (A  program  accredited 
by  either  the  AM.A  Council  on  Medical  Education  or 


MSNT’s  Committee  on  Medical  Education  is  accept- 
able.) 

Foundation  Approach  to  Medical  Care  . . . 
Approved,  as  amended,  the  report  of  the  April 
1st  meeting  of  the  Ad  Hoc  Committee  to 
Study  and  Make  Recommendations  Concern- 
ing the  Foundation  Approach  to  Medical 
Care,  including  the  following  recommenda- 
tion: 

That  the  Board  of  Trustees  appoint  a Steering  Com- 
mittee for  the  Foundation  Approach  to  Medical  Care 
whose  duties  will  include  making  recommendations  to 
the  Board  of  Trustees  concerning:  (Italics  indicate 
Board  of  Trustees’  amendment.) 

(a)  Selection  of  a foundation  plan 

(b)  Incorporation  of  the  foundation  plan  as  a non- 
profit corporate  body 

(c)  Adoption  of  a constitution  and  bylaws 

(d)  Consultations  with  the  Health  Insurance  Council 
and  Blue  Cross  and  Blue  Shield  regarding  under- 
writing administrative  costs  on  a pro  rata  basis  of  the 
number  of  insurance  policies  written  within  the  state 

(e)  Board  membership— both  medical  and  lay  mem- 
bers 

(f)  A plan  for  the  recruitment  of  physicians 

. . . Directed  that  the  re.sponsibility  for  ap- 
pointing the  .Steering  Commiitee  be  given  to 
the  Executive  Committee,  with  the  stipulation 
that  tliere  be  at  least  one  member  from  each 
component  society. 

. . . Directed  that,  having  completed  its  as- 
signed task,  the  Ad  Hoc  Committee  to  Study 
and  Make  Recommendations  Concerning  the 
Foundation  Approach  to  Medical  Care  be 
discharged,  with  thanks. 

Ad  Hoc  Steering  Commiitee  for  Continuing 
Medical  Education  . . . Received  the  following 
report  from  the  Executive  Director  of  a meet- 
ing of  the  above-named  committee,  held  on 
March  28  with  representatives  of  MSNJ, 
CMDNJ,  the  .Academy  of  Medicine,  the  Di- 
rectors of  Medical  Education,  the  New  Jersey 
.Association  of  Osteopathic  Physicians,  the 
State  Department  of  Health,  the  State  Depart- 
ment of  Higher  Education,  and  the  Regional 
Medical  Program: 

The  Steering  Committee  proposes  that  the 
New  Jersey  OHice  of  Continuing  Medical  Edu- 
cation be  formally  established.  The  aims  and 
objectives  of  this  office  would  be: 
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(a)  To  assist  community  hospital  medical  staffs  in  de- 
veloping continuing  medical  education  activities. 

(b)  To  utilize  educational  resources  of  the  State  to 
improve  coniinuing  medical  education  activities  and 
develop  educational  skills. 

(c)  To  coordinate  educational  activities  with  other 
programs  of  continuing  medical  education  in  the  com- 
munity, and  the  region  in  order  to  avoid  duplication. 

(d)  To  develop  a system  to  provide  a basis  for  ac- 
creditation of  continuing  medical  education  activities 
in  the  community  hospital,  which  may  be  used  to  meet 
the  standards  and  requirements  of  national  and/or 
state  policies. 

(e)  To  develop  mechanisms  for  the  evaluation  of  the 
effectiveness  of  continuing  medical  education. 

The  Sleeving  Committee  further  proposes  the 
establishment  of  an  Advisory  Council  made 
up  of  representatives  of  each  of  the  partici- 
pating groups. 


The  representatives  approved  the  designation 
of  James  A.  Rogers,  M.D.,  as  the  Coordinator 
of  the  New  Jersey  Office  of  Continuing  Medi- 
cal Education,  and  the  establishment  of  an 
Advisory  Council. 

Radiation  Protection  Fee  Schedule  . . . Noted 
that  the  President  had  sent  a coimnunication 
(under  date  of  March  30),  after  receipt  of  a 
letter  from  the  Essex  County  Afedical  Society 
expressing  opposition  to  the  “Proposed  Rules 
Establishing  the  Radiation  Protection  Fee 
Schedule,”  to  the  Chief  of  the  Bureau  of 
Radiation  Protection  of  the  Department  of 
Environmental  Protection  urging  that  the  pro- 
posed radiation  protection  fee  schedule  Ije  not 
adopted  and  suggesting  that  a public  hearing 
be  held  before  any  other  fee  schedule  is  ]no- 
posed. 


Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were  re- 
ported to  the  Division  of  Laboratories  and 
Epidemiology  during  April  1972: 


1972 

1971 

April 

April 

Aseptic  meningitis 

4 

11 

Primary  encephalitis 

3 

2 

Hepatitis:  Total 

27.5 

432 

Infectious 

221 

334 

Serum 

54 

98 

Malaria:  Total 

2 

13 

Military 

1 

11 

Civilian 

1 

2 

Meningococcal  meningitis 

8 

Mumps 

104 

317 

German  measles 

289 

191 

Measles 

61 

262 

Salmonella 

62 

77 

Shigella 

13 

17 

Smallpox 

During  March,  1972,  a smallpox  outbreak  oc- 
curred in  Yugoslavia.  It  began  in  the  south- 
western jii'ovinces  of  Kosovo,  Macedonia,  and 
Montenegro.  Sidjsequently,  smallpox  was  in- 
troduced into  Belgrade  by  transfer  of  a patient 


there  who  had  not  been  previously  diagnosed 
as  having  smallpox.  Currently  morbidity  and 
mortality  figures  are  not  available,  but  at  the 
end  of  March  there  had  been  1 10  cases. 

This  outbreak  provided  an  early  test  of  the 
recent  change  in  U.S.  smallpox  vaccination 
policy.  The  procedures  employed  during  the 
past  month  were  as  follows:  Travelers  arriv- 
ing from  Yugoslavia  were  identified  at  the 
point  of  entry.  Names  and  addresses  were  for- 
warded to  the  state  health  department  in  the 
state  where  the  person  would  be  staying.  In 
New  Jersey  the  individual  was  j^laced  under 
daily  surveillance  for  fourteen  days.  .V  suspi- 
cious illness  or  rash  was  promptly  investigated. 

By  mid  April,  the  outbreak  in  Yugoslavia  aj)- 
peared  to  be  waning.  Travelers  from  the 
southwest  provinces  and  those  not  previously 
vaccinated  are  still  being  put  under  daily 
surveillance.  The  only  case  re])orted  from 
Yugoslavia  appears  to  have  been  a Yugoslavian 
worker  who  developed  smallpox  while  in  West 
Germany.  The  diagnosis  was  jnomplly  made 
and  no  secondary  cases  developed. 
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c 9-782-lj^g  capsules 

Panmycin 
250  mg. 


c.„.i.n. 

dispensing  wim  


-,(>II>K* 


Panmycin 

(tetracycline  HCl, Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


* 1972  THE  UPJOHN  COMPANY  JA72-2I42.6 


Pink  isn’t  exactly  his  dolcr, 
but  he  loves  it  for  a change. 


WihGet 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Aiidto  News  Journal  Now  ' 
Has  More  Scientific  News 

At  a New,  Low  Price 
of  $40.<^  a Year. 


- — ' / 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed;  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  STREET 
CHICAGO,  ILLINOIS  60610 

I would  like  to  order  a ONE  YEAR  subscription  to  AMA’s 
AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
for  $40.CXJ. 

I prefer  my  tapes  to  be: 

□ Cassette 

□ 8-track  stereo  cartridge 


Name 

Address 

City State Zip 

Payment  must  accompany  order.  Prices  valid  in  U.S., 
U.S.  Possessions,  Canada  and  Mexico. 


DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $ 1 5 

Deduct  10%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept.  X-2104 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will 
deposit.  Pay  balance  plus  C.O.D.  ship- 
ping on  delivery.  Be  satisfied  on  inspec- 
tion or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  speci- 
fically stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling. 
New  York  State  residents  add  applicable 
sales  tax. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totaclllin' 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  tor  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc,  ampicillin. 


CCEl 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 

You'd  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That's  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you've  seen  pages  in  newspapers  and  national 
magazines  signed  "America's  Doctors  of  Medicine."  They're 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public's  health.  And  to  express  the  profession's  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We're  telling  this  story  for  you.  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal."  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago.  Illinois  60610 


j 


Real  Estate 
INVESTORS 
GUIDELINES 

Monthly  publication  with  TAX  SAVING 
ideas,  INVESTMENT  ideas,  info  on 
Realty  Trusts,  TAX  SHELTER,  Realty 
SYNDICATION,  Partnerships,  items 
everyone  should  know  about  R.E. — in- 
cluding its  effect  on  STOCK  Market. 

Free  CONSULTING— REFERRAL  service 
on  questions  relating  to  R.E.  w/  sub- 
scription. 

ONE  Year  subscription,  send  $15.00  to: 

REALTY  ENTERPRISES 

Union-76  Bldg.  2662  Hubbard 
Madison,  Ohio  44057 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Bactociii 

(sodium  oxacillin) 

•capsules  equivalent  to  250  mg,  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


They’re  debating  your 
future  inWashIngton 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you'll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who's  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 

We've  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we've  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We've  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 


American  Medical  Association 
535  North  Dearborn  Street/Chicago, 


linois  60610 


ASSOCIATE  DIRECTOR 

Clinical 

Pharmacology 

One  of  larger  and  more  successful  ethical 
pharmaceutical  houses  offers  outstanding 
career  opportunity  for  research  oriented 
M.D.  with  minimum  aggregate  postdoctoral 
training  or  experience  of  four  years  in  Clin- 
ical Pharmacology.  Applicant  must  be  a 
graduate  of  a first  rank  U.S.  or  Canadian 
medical  school  with  capability  of  licensure 
in  New  Jersey.  Experience  in  pharmaceutical 
industry  preferred,  although  individual  with 
strong  background  in  academia  considered. 
Candidate  must  possess  administrative  po- 
tential with  ability  to  assume  increasing  re- 
sponsibilities at  higher  level.  Location — 
northern  New  jersey.  Base — Mid-30's  plus 
fringe.  Confidences  protected  by  consultants. 
Send  two  copies  of  curriculum  vitae  to: 

Packard  Associates 

3 Water  Lane,  Manhasset,  N.Y.  11030 

516-627-0656 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

Beecham- Massengi II  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol.  Tennessee  37620 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
f if  A as  effective  therapy. 


The  Treatment  o(  Impotence 
with  Methyllestoslerone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Androkf 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Androld-X  Android-Plus 


SoL-hyeUow  tobUt  eentaint: 
Mithyl Testosterone  ..2.5 mi. 
TbyroK  Eit.(t/fi  ir.)  ..10  mf. 
OutamicAcid  ........some. 

TMtrmineKCL  10 

X>oae:  2 tablet  3 times  dally. 
Available: 

Bottles  of  100.  SOO,  1000. 


HICK  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mf. 
Thyroid  Eit.  (Vb  |r.)  ...90  mf. 
Glutamic  Acid  ........SO  mf. 

Thiamine  HCL  ....*....10  mg. 

Do$e:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Teslostcroni  .12.5  mg. 
Thyroid  Eit.(t  gr.)  ....C4mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Voae:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  $00. 


WITH  HIGH  POTENCY 
■ COMPLEX  ANO  VITAMIN  C 
Each  white  tablet  eontaiast 
Methyl Testesterono  ..2.5 mg. 
Thyreld  Eit.lVar.)  ...ISmg. 
Ascorbic  Acid  (VitC)  .250  mg. 
Thiamine  HCL  M.*«...25mg. 

Glutamic  Add 100  mg. 

Pyridoiine  HCL  ........ 5 mg. 

Niacinamide  .........75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose;  2 tablets  daily. 
Available:  Bottles  of  GO,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  Is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


rnitlfif  aMsminat  pain,  dlirrbaa,  haadacha. 
lo  in  males,  oysurta.  adana,  coogesava  Man 


fallura  and  mammary  carcinoma  in  n 
PrtcavdaBt]  If  hypothyroidism  Is  accompanied  by  adrenal  Iftsuffkleftcy  the  latter  must  b«  CdiTbctsd  prtdT 
te  and  during  thyroid  adminlitratien, 

B gcniral,  tend  to  promote 

icuiar  elderir  patients,  she . . 

4 of  Testoatereae  should  be  dlscastlaNd 

•I'aooA  « hypercalcemia  Is  datecied. 

R'tfartncoa:  1.  Monlaeano,  P-  and  Evanpallata,  I.  Mettryltestetterofle-ttiyrold  treatment  of  seteal 
Impotence.  Clin  Med  12t69,  19M.  2.  Oeblln.  M.  F.  Treatment  of  impotence  with  methytlettestoroa^ 
thyroid  compound.  West  Med  5t$7,  1964.  S.  Titeff,  A.  S.  Methyltcttotteron»^yreid  la  traating  Impotaac*. 
Cen  Prac  25:6.  1962.  4.  NeNaea.  L..  tradlew.  N.  L^  Xaueff.  I..  FMnaMaa.  0.  R-ead  AalliglMr,  T..f. 
Thyroid-androgen  intenelallony  artd  the  hypocbolesteremlc  effect  of  aadrestarone.  ) Clin  Endocr  ititaA 
1959.  8.  ranTs.  I.  ■ - --  - • 


K.  4*,  ana  i.viiaa,  a.  w.  c.ivc..  vi  v-u..  _ _ _ _ 

J Urol  79:869,  1958.  6.  Otal,  A.,  aad  Farw,  S.  C.  United  States  Olspensatary  (ad.  25'.  Upplac 
deiphia.  1955,  p.  1492.  7.  werslHb,  L f.  Scsual  lopetitice  Ifl  the  Hilt.  TbcaMi,  Spri^neM, 
m,  19^9,  pp  fiw. 


. . ....  hypocholesteremlc  e 

Celtaa,  t.  W.  Etfects  of  l-thyroxli 
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Medical  College  Notes 

Stanley  S.  Bergen,  Jr.  M.D. 

President,  CMDNJ 

In  February  of  1972,  Harold  Kaminetzky, 
M.D.,  Professor  and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  New  Jer- 
sey Medical  School  in  Newark,  assumed  the 
additional  responsibility  as  Acting  Dean  of 
that  school.  In  this  capacity.  Dr.  Kaminetzky 
will  be  assisted  by  Bernard  Briody,  Ph.D., 
Chairman  of  the  Department  of  Microbiology, 
who  will  assume  responsibility  for  academic 
programs  and  research  activities  of  the  basic 
sciences  with  the  title  of  Acting  Associate 
Dean,  and  John  Mallams,  M.D.,  who  will  con- 
tinue as  Associate  Dean  for  Patient  Services 
with  responsibility  and  authority  for  the  coor- 
dination of  patient  care  activities  at  Martland 
Hospital.  During  his  tenure  at  the  Medical 
School,  Dean  Kaminetzky  has  received  world- 
wide notice  for  the  development  of  programs 
in  urban  health,  particularly  in  the  areas  of 
maternal  and  infant  care  and  family  plan- 
ning. Dr.  Kaminetzky  is  responsible  for  one 
of  the  largest  family  planning  programs  in 
the  country  and  his  department  has  been 
noted  for  its  continual  interface  with  the 
community  and  community  problems. 

Rulon  W.  Rawson,  M.D.,  the  former  Dean  of 
the  New  Jersey  Medical  School  has  assumed 
responsibilities  as  Special  Assistant  to  the 
President  and  will  be  involved  in  the  de- 
velopment of  research  projects  and  special 
programs,  with  particular  interest  in  the  area 
of  cancer  research,  detection,  and  treatment. 

In  March  of  1972,  Mr.  Foster  Burnett,  former 
Assistant  Dean  at  the  Newark  College  of  Arts 
and  Sciences  at  Rutgers  University  was  ap- 
pointed Director  of  the  Students  for  Medi- 
cine Program.  In  this  capacity,  Mr.  Burnett 
will  develop  a program  which  aims  to 
prepare  students  to  meet  successfully  the 
academic  and  developmental  requirements  of 
a medical  school  curriculum.  During  its  ini- 
tial phase,  this  program  will  be  limited  to  in- 
coming members  of  the  freshmen  class  at  the 
two  medical  schools.  However,  in  the  future 
it  is  hoped  that  this  program  can  be  extended 


to  undergraduate  college  students  who  have 
indicated  an  interest  in  the  study  of  medi- 
cine. 

John  Landor,  M.D.,  has  joined  the  faculty  of 
Rutgers  Medical  School  as  the  Chief  of  Gen- 
eral Surgery.  Dr.  Landor  has  recently  been  a 
member  of  the  Surgical  Department  at  the 
University  of  Florida.  As  Director  of  the  Divi- 
sion of  General  Surgery,  Dr.  Landor  joins 
three  clinical  chairmen  on  the  faculty  at  Rut- 
gers Medical  School.  They  are  James  W. 
Mackenzie,  M.D.,  Professor  and  Chairman, 
Department  of  Surgery,  Hadley  Conn,  M.D., 
Professor  and  Chairman,  Department  of 
Medicine,  and  Irwin  Pollack,  M.D.,  Professor 
and  Chairman,  Department  of  Psychiatry. 

Rutgers  Medical  School  is  moving  rapidly  to 
develop  clinical  departments,  since  in  the  fall 
of  1972  the  school  will  carry  students  forward 
into  the  third  year  of  curricular  training. 
This  will  represent  the  first  students  to  re- 
ceive clinical  instruction  at  Rutgers  Medical 
School.  Since  its  inception  in  1965,  this  school 
has  been  a two  year  basic  science  school 
awarding  the  degree,  Master  of  Medical 
Sciences. 

Over  the  past  few  months  a number  of  com- 
munity hospitals  have  joined  with  Rutgers 
Medical  School  in  the  expectation  of  clinical 
training  for  our  students.  These  institutions 
will  provide  the  clinical  resources  for  our 
third  and  fourth  year  training  programs  and 
eventually  we  expect  some  of  our  affiliated 
hospitals  to  participate  in  joint  programs  of 
graduate  training  for  interns  and  residents. 
General  affiliation  contracts  have  been  de- 
veloped with  the  Hunterdon  Medical  Center 
in  Flemington  and  Muhlenberg  Hospital  in 
Plainfield.  The  affiliation  agreement  with 
the  Middlesex  Hospital  in  New  Brunswick  is 
currently  limited  to  surgery,  while  a similar 
agreement  with  Princeton  Hospital  in  Prince- 
ton, includes  surgery  and  medicine.  These  fa- 
cilities will  aid  us  in  our  efforts  to  expand  the 
current  college-wide  enrollment  of  800  stu- 
dents as  we  attempt  to  fulfill  the  medical  and 
dental  educational  needs  of  the  State  of  New 
Jersey. 


VOL.  69-NUMBER  6-JUNE,  1972 


575 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  -physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY -P.  Cuni,  M.D.,  2620  SW  14th 
Street,  Miami,  Florida  33145.  University  of  Havana 
1957.  Group,  partnership,  solo,  institution.  Avail- 
able. 

Vida  C.  Baron,  M.D.,  43  Bronx  River  Road,  #G-0, 
Yonkers,  New  York  10704.  Howard  1969.  Board 
eligible.  Solo,  group,  or  salaried.  Available  July 
1972. 

Farooq  Qureshi,  M.D.,  1136  Vine  Street,  Liverpool, 
New  York  13088.  King  Edward  (Pakistan)  1967. 
Board  eligible.  Group,  partnership,  solo,  teaching. 
Available  July  1972. 

CARDIOLOGY— Robert  F.  Marvin,  M.D.,  1118-C  John 
Street,  Charlottesville,  Virginia  22903.  Temple  1965. 
Board  certified  in  internal  medicine.  Group,  part- 
nership, or  hospital.  Available  July  1972. 

EMERGENCY  ROOM -Hervey  S.  Sicherman,  M.D.,  414 
Hayes  Circle,  Fort  Ord,  California  93941.  Part-time 
surgery  or  general.  Available  October  1972. 

GENERAL  PRACTICE-Biagio  Scialpi,  M.D.,  156  Caryl 
Avenue,  Yonkers,  New  York  10705.  University  of 
Bari  (Italy)  1949.  Solo  or  partnership.  Available 
July  1972. 

INTERNAL  MEDICINE— Stephen  M.  Druckman,  M.D., 
3910  Powelton  Avenue,  Philadelphia,  Pennsylvania 
19104.  Jefferson  1967.  Board  eligible.  Subspecialty, 
gastroenterology.  Partnership  or  group.  Available 
July  1972. 

Manuel  M.  Liu,  M.D.,  655  East  14th  Street,  New 
York  10009.  University  of  Philippines  1965.  Board 
eligible.  Subspecialty,  chest  diseases.  Institution, 
group,  or  partnership.  Available  August  1972. 

Robert  Weitzman,  M.D.,  216  Thelma  Terrace,  Lin- 
den 07036.  CMDNJ  1966.  Board  eligfible.  Sub- 
specialty, pulmonary  disease.  Group  or  partnership. 
Available  October  1972. 

NEUROLOGY -Richard  N.  Selby,  M.D.,  1705  Spaatz 
Drive,  CAFB,  Rantoul,  Illinois  61886.  Downstate 
Medical  1962.  Board  eligible.  Group,  partnership, 
institution,  or  solo.  Available  September  1972. 

OBSTETRICS/GYNECOLOGY  - Mahpara  Razzi,  M.D., 
4247  Orion  Park,  Liverpool,  New  York  13088.  Os- 
mania  1961.  Board  eligible.  Group,  partnership,  or 
hospital.  Available  July  1972. 

M.  T.  Shahab,  M.D.,  1764  Yorktown  Road,  Cincin- 
nati, Ohio  45237.  Tehran  1962.  Board  eligible. 
Group  or  partnership.  .Available  September  1972. 


OPHTHALMOLOGY— Kenette  Kay  Sohmer,  M.D.,  Apt. 
209,  Knight  House,  Cooperstown,  University  of  Ken- 
tucky, Lexington,  Kentucky  40506.  University  of 
Kentucky  1968.  Board  eligible.  Group,  partnership, 
or  solo.  Available  July  1972. 

Gilbert  B.  Sussman,  M.D.,  16  Hopkins  Road,  Liver- 
pool, New  York  13088.  Downstate  Medical  Center 
1967.  Group,  partnership,  or  association.  Available 
July  1972. 

Edward  J.  Martin,  M.D.,  1024  New  Scotland  Road, 
Albany,  New  York  12208.  NYU  1966.  Board  eligible. 
Partnership  or  solo.  Available  July  1972. 

ORTHOPEDIC  SURGERY -Stephen  Dineberg,  M.D., 
4412A,  USAF  Academy,  Colorado  Springs,  Colorado 
80900.  Hahnemann  1965.  Board  eligible.  Partner- 
ship or  solo.  Available  June  1972. 

OTOLARYNGOLOGY  -Stefan  A.  Kucinski,  M.D.,  New- 
ton Professional  Center,  Newton,  Connecticut  06470. 
Warsaw  (Poland)  1959.  Board  eligible.  Solo.  Avail- 
able. 

Stephen  R.  Geller,  M.D.,  3807  Pecan  Street.  Ports- 
mouth, Virginia  23703.  Chicago  1966.  Board  eligible. 
Group  or  partnership.  Available  July  1973. 

PEDIATRICS— Sanford  S.  Epstein,  M.D.,  621  Empire 
Boulevard,  Brooklyn,  New  York  11213.  University  of 
Bologna  1965.  Board  eligible.  Group,  partnership, 
or  association.  Available  July  1972. 

Noel  M.  Wiederhom,  M.D.,  42-10  Golden  Street, 
Flushing,  New  York  11355.  New  York  Medical  Col- 
lege 1969.  Board  eligible.  Group  or  partnership. 
Available  June  or  July  1972. 

Jung-shung  'Wang,  M.D.,  401  .Armstrong  Avenue, 
Jersey  City  07305.  Taiwan  1963.  Board  eligible. 
Group  partnership,  or  solo.  Available  July  1972. 

SURGERY  -Brian  G.  Miscall,  M.D.,  4214  Bethel  Church 
Road,  Columbia,  South  Carolina  29206.  Cornell  1964. 
Board  certified.  Group,  fulltime  hospital,  partner- 
ship. Available  September  1972. 

M.  Fallahnejad,  M.D.,  5115  Wissahickon  Avenue, 
A-26,  Philadelphia,  Pennsylvania  19144.  Tehran 
1961.  Subspecialty,  thoracic  surgery.  Board  certified 
in  both  general  and  thoracic  surgery.  Group,  part- 
nership, or  teaching.  Available. 

Vincent  J.  Begley,  M.D.,  25  River  Road,  C-26,  Nutley 
07110.  New  York  M^ical  1966.  Board  eligible. 
Solo  or  partnership.  Available  July  1972. 

Sirous  Arya,  M.D.,  79  Lincoln  Boulevard,  Kenmore, 
New  York  14217.  Tabriz  (Iran)  1963.  Board  eligible. 
Group  or  partnership.  .Available  July  1972. 

Too  Few  Doctors? 

“.\mericans  would  benefit  more  from  changing 
their  dietary  habits,  losing  weight,  exercising, 
stopping  smoking,  and  cutting  dotm  on  alco- 
hol than  from  having  more  physicians  and 
hospitals  to  treat  them  after  their  bad  habits 
lakl  them  low.” — Foruin  on  National  Health,  Sun 
A'alley,  Idaho,  June  1971 
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Solid  Waste  and  the 
Doctor's  Office 

The  lollovving  is  a statement  ot  the  Special 
Committee  on  Environmental  Health  re- 
garding oiir  jjosition  on  solid  waste  and  plas- 
tic containers. 

The  present  practice  of  the  pharmaceutical 
industry  in  regard  to  medical  samples  suffers 
from  gross  over-packaging.  Further,  the  rising 
use  of  plastic  containers  instead  of  glass  has 
become  an  increasingly  significant,  totally  un- 
necessary source  of  environmental  stress  and 
degradation.  Plastics  are  all  one-way  contain- 
ers retpuring  irreplacealjle  resources  to  make 
and  returning  only  pollution  (air  and  land) 
when  they  are  disposed  of. 

The  Committee  urges  members  of  the  Society 
individually  to  bring  this  problem  to  the  at- 
tention of  every  detail  man  who  visits  your 
office.  Ask  them  to  redesign  their  packaging 
to  eliminate  plastic  containers  and  excessive 
packaging.  The  point  can  be  driven  home  by 
refusing  to  accept  over-packaged  samples  or 
displays.  .\sk  the  detail  man  to  leave  only  the 
ungarnished  product  and  to  keep  his  displays 
and  wads  of  packaging. 

'We  urge  all  of  you  to  take  stock  of  the  assort- 
ed pile  of  paper  trash  and  rubbish  that  cros- 
ses your  desk  and  into  the  wastebasket  every 
day.  If  this  disturbs  you  and  wastes  much  of 
your  time  sorting  through  it,  send  a brief 
note  to  the  senders  of  this  promotional  litter. 
Point  out  that  you  are  aware  of  their  prod- 
uct, and  instead  of  wasting  their  money  on 
promotion  which  only  increases  the  cost  of 
the  medicine  and  your  community’s  solid 
waste  problem,  it  would  make  sense  for  all 
concerned  to  redirect  the  money  saved  on 
promotion  into  research  or  to  reduce  the  cost 
of  their  product. 


Physicians'  Annual  Registration 

Under  the  provisions  of  Chajiter  236 
of  the  Laws  of  1971,  physician  registra- 
tions for  1972-1973  are  due  by  July  1, 
1972.  Applications  for  renewal  of  such 
registration  were  mailed  June  1,  1972 
to  approximately  10,500  physicians  who 
are  currently  registered.  If  you  have  not 
received  an  application,  it  is  imperative 
that  you  contact  the  Board  of  Medical 
Examiners,  28  ^V'est  State  Street,  Trenton 
08625  (Phone— (609)  292-4843).  Failure 
to  do  so  may  residt  in  a monetary  pen- 
alty and  suspension  of  your  license  to 
practice  medicine  and  surgery  in  this 
State. 


Training  for  Emergency  Physicians 

The  United  States  Public  Health  Service  has 
made  available  an  83-page  booklet  concern- 
ing the  training  of  physicians  in  hospital 
emergency  departments.  The  material  is 
based  on  a symposium  sponsored  by  The 
Medical  Society  of  New  Jersey  in  cooperation 
with  the  New  Jersey  Department  of  Health. 
It  covers  such  practical  material  as  resuscita- 
tion of  the  seriously  injured  patient,  manag- 
ing the  unconscious  patient,  treatment  of 
burns,  pediatric  care,  psychiatric  emergencies, 
and  the  care  of  wounds.  Copies  of  the  booklet 
are  available  from  the  Division  of  Emergency 
Health  Services,  U.  S.  Public  Health  Services, 
5600  Fishers  Lane,  Rockville,  Maryland, 
20852. 
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ANNOUNCEMENTS 


Summer  Course  in  Sexuality 

From  July  16  to  July  27  you  may  participate 
in  a program  of  lectures,  seminars,  and  group 
discussions  on  problems  in  sexuality.  The  fee 
of  $325  includes  housing.  To  register,  write, 
before  June  24,  to  the  Summer  Program,  In- 
stitute for  Sex  Research,  Indiana  University, 
Bloomington,  Indiana  47401. 

Course  in  Allergy 

and  Clinical  Immunology 

From  July  17  through  July  19,  at  the  Plaza 
Hotel  in  Seattle,  Washington,  the  American 
Association  for  Clinical  Immunology  and  Al- 
lergy is  offering  an  intensive  course  in  current 
concepts  in  allergy  and  immunology.  This  will 
be  preceded  by  a one-day  business  meeting  of 
the  Association. 

Purpose  of  the  course  is  to  assist  physicians  in 
preparation  for  the  forthcoming  certification 
examination  to  be  given  by  the  nerv  Con- 
joint Board  in  Allergy.  A complete  outline 
of  the  program  and  a synopsis  of  lectures  will 
be  given  to  each  participating  physician. 

Through  the  efforts  of  Sidney  Fricdlander, 
M.D.  (Detroit)  and  Bernard  A.  Berman,  M.D. 
(Boston)  an  outstanding  faculty  has  been  as- 
sembled. For  the  full  program  and  additional 
information,  please  write  to  the  American  As- 
sociation for  Clinical  Immunology  and  Aller- 
gy, P.O.  Box  912,  DTS,  Omaha,  Nebraska 
68101. 


Support 

The  Society  for  Relief 
of  Widows  and  Orphans 


Maternal  and  Child  Health  Programs 

The  Maternal  and  Child  Health  Program  of 
the  University  of  California  at  Berkeley  an- 
nounces graduate  courses  for  pediatricians, 
obstetricians,  and  other  physicians  interested 
in  receiving  training  in  the  field  of  maternal 
and  child  health.  These  programs  all  lead  to 
the  degree  of  Master  of  Public  Health.  Tax- 
exempt  Fellowships  are  available,  consisting 
of  sujDport  for  the  trainee  and  his  depend- 
ents, tuition,  and  fees.  Applications  are  now 
being  accepted  for  the  group  entering  Sep- 
tember 1973.  For  information,  write  to  Helen 
M.  AVallace,  M.D.,  School  of  Public  Health, 
University  of  California,  Berkeley,  California 
94720. 

Symposium  on  Crippled  Children 

The  State  Hospital  for  Crippled  Children  in 
Elizabethtown,  Pennsylvania,  is  sponsoring  an 
all-day  meeting  on  Saturday,  October  7,  be- 
ginning at  9:30  a.m.  There  is  no  fee.  Guest 
speakers  include  Albert  Ferguson,  Jr.,  M.D. 
— Dislocated  Hip  in  Children;  }.  Leonard 
Goldner,  M.D. — Congenital  Hand  Deformities 
and  Club  Feet  in  Children;  and  Anthony  Bi- 
anco, M.D. — Spondylolisthesis  and  Femoral 
Fractures  in  Children.  For  further  informa- 
tion, please  write  to  Jerome  M.  Cotier,  M.D., 
193  'West  Commerce  Street,  Bridgeton,  New 
Jersey  08302. 

New  Psychological  Service 

Announcement  is  made  of  the  availability  of 
Psychological  Growth  Services,  a multidisci- 
plinary jnofessional  group  which  provides 
diagnostic,  evaluative,  and  psychotherapeutic 
services,  including  workshops  and  seminars. 
The  directors  of  the  program  are  Leonard 
Abramson,  Ph.D.,  and  Daniel  Brower,  Ph.D., 
both  licensed  practicing  psychologists  in  New 
Jersey.  The  staff  includes  .social  workers,  learn- 
ing disability  consultants,  and  art  therapists. 
The  Service  is  located  at  345  Claremont  .Ave- 
nue, Montclair  (201-783-4433). 
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LETTER  TO 
THE  JOURNAL 

Against  Compulsory  Re-education 

April  7,  1972 

Dear  Editor: 

The  April  6 issue  oE  the  Nezvark  Stm-  Ledger 
quotes  Dr.  Stanley  Bergen  as  indicating  that 
“for  the  first  time  in  this  State’s  history,  prac- 
ticing physicians  would  be  required  periodi- 
cally to  undergo  refresher  courses.’’  It  is  sug- 
gested that  this  continuing  education  require- 
ment could  be  enforced  by  medical  societies 
or  hospitals.  Dr.  Bergen  “noted  that  The 
Medical  Society  of  New  Jersey  was  consider- 
ing requiring  its  members  to  spend  a certain 
number  of  hours  in  a three  year  period  in 
continuing  education.’’ 

I am  personally  on  record  as  favoring  period- 
ic refresher  courses.  See  my  article  in  the 
November  1964  issue  of  The  Journal,  MSNJ, 


and  the  letter  in  this  column  in  August  1970 
from  former  president  Cadmus  and  the  then- 
dean  Rawson.  While  I agree  with  Dr.  Bergen 
about  the  wisdom  of  making  graduate  courses 
readily  available,  I disagree  with  him  on  the 
compulsory  aspect  of  this  program  with  its 
implication  that  you  must  take  the  courses  or 
else!  I challenge  Dr.  Bergen’s  pat  thesis  that 
the  doctors  lose  50  per  cent  of  their  knowl- 
edge every  five  years.  I wonder  how  he  col- 
lects and  validates  this  neat  figure.  I object, 
too,  to  the  bureaucratic  entanglements  that 
will  develop  in  monitoring  the  sanctions  im- 
posed by  this  program.  Doctors  will  have  to 
pay  whatever  fees  are  required  to  take  these 
courses — again  a matter  of  pay  or  else!  I won- 
der, too,  if  only  GP’s  will  have  to  go  back  to 
school,  or  whether  the  compulsion  will  be 
applied  to  proctologists,  pediatricians,  and 
plastic  surgeons  too.  I wonder,  finally,  who 
will  examine  the  examiners.  As  a profession 
we  don’t  take  kindly  to  compulsion  and  I 
think  our  professional  society  should  come 
out  in  opposition  to  this  kind  of  compulsion, 
even  if  this  requires  us  to  reverse  a previous, 
somewhat  more  fashionable  position. 

Henry  A.  Brodkin,  M.D. 


OBITUARIES 

Dr.  Robert  N.  Bowen 

One  of  the  founding  members  of  the  Ameri- 
can Academy  of  Obstetrics  and  Gynecology, 
Robert  N.  Bowen,  M.D.,  died  on  March  28, 
1972.  Born  in  Iowa  in  1911,  he  was  a Hahne- 
mann graduate,  class  of  1936.  He  had  served 
as  a trustee  of  the  West  Jersey  Hospital  in 
Camden  for  15  years.  Dr.  Bowen  was  a cap- 
tain in  the  Air  Force  during  World  War  II. 
He  was  a Fellow  of  the  American  College  of 
Surgeons,  a Past-President  of  the  New  Jersey 
Chapter,  and  a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists.  Dr. 
Bowen  was  active  in  the  affairs  of  our 
Camden  County  Medical  Society  and  also  had 


a term  of  service  as  a member  of  the  New 
Jersey  State  Board  of  Medical  Examiners. 

Dr.  Robert  A.  Bradley 

Born  in  1895,  Robert  A.  Bradley,  M.D.,  a 
well-known  Atlantic  County  radiologist,  died 
on  April  11,  1972.  Dr.  Bradley  was  a 1920 
alumnus  of  the  Jefferson  Medical  College.  He 
was  one  of  the  pioneer  radiologists  of  our 
State,  and  w^as,  at  one  time.  Vice  President  of 
the  American  Roentgen  Ray  Society.  He  had 
been  chief  radiologist  at  the  Shore  Memorial 
Hospital  from  1930  to  1956  when  he  retired, 
and  during  that  period  he  was  also  chief  of 
the  x-ray  department  at  the  .Atlantic  City 
Hospital.  Dr.  Bradley  had  a tour  of  dutv  as 
President  of  the  Atlantic  County  Medical  So- 
ciety. He  was  a 1970  recipient  of  our  Golden 
Merit  Award. 
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Dr,  Harry  H.  Capell 

At  the  early  age  of  63,  death  came  on  March 
20,  1972,  to  Harry  H.  Capell,  M.D.,  a Passaic 
County  practitioner  who  was  widely  known 
in  the  field  of  traumatic  and  industrial  sur- 
gery. He  was  an  associate  in  that  field  at  both 
the  Barnert  Memorial  and  the  Paterson  Gen- 
eral Hospitals.  His  M.D.  degree  came  from 
Frankfurt  in  1934.  Dr.  Capell  belonged  to  the 
Industrial  Medical  Association  of  the  United 
States  and  was  a member  of  our  Passaic 
County  Medical  Society. 

Dr,  Royal  M,  Cohen 

One  of  Essex  County’s  best  known  and  most 
beloved  members,  Royal  M.  Cohen  M.D.,  died 
on  December  2,  1971,  at  the  age  of  85.  He 
was  a general  practitioner  of  the  kind  usually 
characterized  as  a “family  doctor  of  the  old 
school.”  He  was  an  emeritus  member  from 
our  Essex  County  Medical  Society.  Most  of 
his  practice  had  been  in  the  area  of 
Montclair  and  (he  Oranges.  He  was  a 1907 
alumnus  of  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University. 

Dr,  A,  Dale  Console 

Dale  Console  w'as  one  of  the  few  physicians 
who  had  been  certified  in  both  surgery  and 
neurology-psychiatry.  Born  in  1914,  he  re- 
ceived his  medical  doctorate  at  Cornell  in 
1941.  He  practiced  in  New  York  and  Prince- 
ton and  belonged  to  our  Mercer  County 
Component  Society.  He  had  a five-year  tour 
of  duty  as  medical  director  of  Squibbs.  At  the 
Pennsylvania  Hospital,  he  had  advanced 
training  in  neurosurgery.  Dr.  Console  taught 
at  his  Alma  Mater,  and  w^as  the  psychiatric 
consultant  at  Douglass  College. 

Dr,  E.  Gaylord  Howell 

A member  of  our  Middlesex  County  Medical 
Society,  E.  Gaylord  Howell,  M.D.,  died  on 
November  22,  1971,  wdiile  attending  a medi- 
cal meeting.  He  was  73  years  old  at  the  time 
of  his  death.  A Yale  undergraduate,  he  en- 
tered Howard  University  Medical  School  in 


1920  and  received  his  M.D.  degree  in  1924. 
He  had  been  on  the  staff  of  the  Middlesex 
General  Hospital.  Dr.  Howell  was  a member 
of  the  American  Academy  of  Eamily  Practice, 
and  had  been  active  in  civic  affairs,  including 
the  Urban  League,  the  American  Legion,  and 
the  NAACP.  He  was  a Eellow  of  the  Ameri- 
can Geriatric  Society. 

Dr.  Sidney  C.  Levine 

Word  has  just  been  received  of  the  death,  on 
November  17,  1971,  of  Sidney  C.  Levine,  M.D., 
an  emeritus  member  from  our  Passaic  County 
Medical  Society.  He  was  a urologist  and  for 
many  years  he  had  l>ecn  on  the  staff  of  the 
Paterson  General  Hospital.  Dr.  Levine  was  a 
Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  Jersey  Society  of 
Surgeons.  During  World  War  I,  he  had  been 
an  officer  of  the  Medical  Corps  of  the  Army 
of  the  United  States.  He  was  a 1966  laureate 
of  our  Golden  Merit  .\waid.  Born  in  1892, 
Dr.  Levine  was  graduated  from  the  Jefferson 
Medical  College  in  1916. 

Dr.  J.  Julian  P.  Linke 

•\t  the  1972  annual  meeting  a Golden  Merit 
aw’ard  w’as  given  ix>sthumously  to  J.  Julian  P. 
Linke,  M.D.,  who  died  on  .\pril  10,  1972.  He 
w'as  80  years  old  at  the  time  of  his  death.  Dr. 
Linke  was  a 1922  graduate  of  the  Medical 
School  of  the  Ihiiversity  of  Maryland.  He  was 
a member  of  our  Union  County  Medical  .So- 
ciety and  for  many  years  had  been  on  the 
surgical  service  at  the  Muhlenberg  Hospital  in 
Plainfield.  He  was  a Fellow  of  the  .American 
.Association  of  Railway  Surgeons. 

Dr.  Frank  L.  Lombardi 

Born  in  1909,  Frank  L.  Lombardi,  M.D.,  died 
on  .April  12,  1972,  at  the  age  of  63.  He  was 
a member  of  our  Bergen  County  Medical  .So- 
ciety and  an  alumnus  of  the  New  A’ork  Medi- 
cal College,  class  of  1934.  Dr.  Lombardi  had 
been  health  officer  of  the  borough  of  Bergen- 
ficld,  and  was  a general  practitioner  on  the 
staffs  of  both  Holy  Name  and  Englewood 
Hospitals. 
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Symposium  on  the  Hand.  Vol.  3.  Lester  M.  Cramer 
and  Robert  A.  Chase.  St.  Louis,  Mosby,  1971.  Pp.  287. 
Illustrated.  ($35.75) 

The  original  symposium  which  provided  the  material 
for  this  book  took  place  in  March,  1970,  at  Stanford 
Ihiiversity.  Twenty-six  authors  contributed  articles  on 
this  subject.  Each  author  presents  his  own  method  for 
handling  his  topic.  .At  the  end  of  each  chapter,  a 
discussion  is  presented  by  other  participants  and  mem- 
bers of  the  audience.  This  interesting  dialogue  pre- 
sents differences  of  opinion  or  challenges  some  of  the 
authors’  statements. 

Much  of  the  material  has  been  previously  presented  in 
medical  journals.  In  most  cases,  this  has  been  updated 
and  in  some  cases  represents  a slight  change  in  phi- 
losophy from  the  past. 

Many  authors  here  speak  of  the  management  of  the 
proximal  interphalangeal  joint  in  various  disease  states 
with  little  duplication.  Chapters  three  through  eight 
deal  with  the  problems  of  P.I.P.  joint  stiffness,  syno- 
vectomy, post-traumatic  recurvatum  deformity,  bouton- 
niere deformity,  joint  stability,  and  reconstruction  fol- 
lowing burns. 

Four  chapters  deal  with  the  reconstruction  of  the 
rheumatoid  hand.  Niebauer  and  Swanson  talk  of  im- 
plant arthroplasty  and  Zancolli  offers  an  interesting 
chapter  on  his  method  of  reconstructing  idnar  drift. 

A different  technic  of  surgical  management  of  Dupuy- 
tren’s  contracture  is  discussed  by  Gonzalez.  Other 
chapters,  of  particular  interest,  concerned  island  flaps, 
hand  reimplantation,  and  the  rehabilitation  of  the 
hand  in  leprosy. 

In  general,  the  book  is  well  written,  easy  to  read,  with 
ample  illustrations  which  supplement  the  text.  It 
should  be  of  great  interest  to  those  surgeons  who  are 
dealing  with  these  problems. 

Jerome  Spivack,  M.D. 

Care  of  the  Geriatric  Patient.  (4th  Edition)  E.  V. 
Cowdrey  and  Franz  U.  Steinberg,  Editors.  St.  Louis, 
Mosby,  1971.  Pp.  441.  Illustrated.  ($21) 

The  plan  of  this  book  is  “for  the  internist  to  diiect 
the  medical  care  of  geriatric  patients  in  his  own 
specialty  and  to  refer  them  to  specialists  in  other 
fields  for  advice  on  what  they  can  do  for  patients  be- 
yond the  internist’s  limited  capacity.”  The  editors 
recognize  that  treating  illness  alone  is  insuflicient, 
particularly  in  geriatric  patients  who  have  special  prob- 
lems in  other  areas,  including  social  situations,  de- 
generative and  neoplastic  disease,  altered  appearance 
of  disease  processes  in  this  age  group,  and  special 
anesthesia  on  surgical  considerations. 

The  book  enlarges  upon  a geriatric  symposium,  to 
which  other  authors  have  been  invited  to  make 
chapter  contributions  in  their  specialty.  The  material 
is  up-to-date,  drugs  recommended  include  those  re- 
cently made  available,  and  surgical  and  laboratory 


technics  are  current.  However,  due  to  space  limitations 
and  the  attempt  to  cover  a wide  field,  the  material  is 
often  in  outline  or  condensed  form.  Partly  to  correct 
this  deficiency,  many  authors  have  included  a biblio- 
graphy. 

The  material  includes  chapters  on  genetics,  nutrition, 
sex,  psychiatry,  housing,  community  problems,  neuro- 
logy and  care  of  the  patient  in  the  home,  hospital,  and 
nursing  home  settings.  .Some  newer  surgical  methods 
are  included.  These  are  helpful  to  the  physician  in 
evaluating  and  advising  corrective  procedures. 

Because  this  book  assumes  that  multiple  specialists 
will  become  involved  in  the  care  of  the  average 
geriatric  ]jatient,  the  information  is  somewhat  super- 
ficial, for  the  most  part,  limiting  the  usefulness  of  the 
book  to  the  primary  care  physician.  The  editors  do  not 
recognize  thai  this  may  be  the  generalist  or  family 
Dhysician,  in  most  cases. 

Joseph  Peyser,  M.D. 

Review  of  Physiologic  Chemistry,  Edition  13.  Harold 
A.  Harper,  Ph.D.  Los  Altos,  California,  Lange,  1971, 
Pp.  529.  Illustrated.  (Softback,  $8.00) 

This  Physiologic  Chemistry  has  been  in  print  since 
1939  and  has  gone  through  13  editions.  This  itself  is 
sufficient  accolade  for  any  volume,  since,  obviously,  a 
text  which  has  been  that  popular  for  that  length  of 
time  must  be  meeting  a need.  As  a matter  of  fact, 
physiologic  chemistry  is  a much  neglected  branch  of 
medical  science  and  as  here  presented  the  book  covers 
those  phases  of  chemistry  which  are  concerned  with 
the  background  of  medical  illness  and  the  physiology 
and  treatment  of  disease. 

Henry  A.  Davidson,  M.D. 


Hazards  of  Medication:  A Manual  on  Drug  Inter- 
actions, Incompatibilities,  Contraindications,  and 
Adverse  Effects.  Eric  W.  Marfin,  Stewart  F.  Alexander, 
Donald  J.  Farage,  William  E.  Hassan,  Jr.,  and  Ruth  D. 
Martin,  Editors.  Pp.  895.  Philadelphia,  Lippincott, 
1971.  ($27.50) 

This  895  page  manual  contains  much  more  than  one 
would  infer  from  the  subtitle.  Its  value  is  much 
greater  than  the  substantial  usefulness  of  its  major 
tables,  in  which  are  collated  the  myriad  data  needed 
in  evaluating  laboratory  results  and  in  avoiding  ad- 
verse drug  reactions. 

The  first  composite  table,  blue  in  color  and  47  pages 
long,  is  of  interferences  in  clinical  laboratory  testing. 
Tabulated  here  are  tests  and  the  conditions  detected 
by  them,  normal  values  and  the  significance  of  ab- 
normal values,  and  causes  of  false-positive  or  elevated 
values  and  of  false-negative  or  decreased  values. 

The  next  major  table,  green  in  color  and  411  pages 
long,  is  of  drug  interactions,  organized  and  cross- 
referenced  by  primarv  agent,  interactant,  and  possible 
interaction. 

In  addition  to  these  invaluable  major  tables  (among 
a total  of  55  tables) , are  chapters  containing  authori- 
tative analyses  and  background  information  on  factors 
affecting  pharmacotherapy  introduced  through  re- 
search and  development,  manufacturing,  distribution, 
storage,  prescribing  practices,  and  patient  responses. 

Having  used,  reviewed,  and  browsed  through  this 
volume,  I feel  it  is  now  a mandatory  supplement  to 
a basic  pharmacology  reference  in  any  doctor’s  library. 

Hyman  A\L  Fisher,  M.D. 
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EMERGENCY  ROOM  PHYSICIANS 

To  provide  emergency  care  in  an  active 
department  within  a modern  266-bed 
teaching  hospital.  Applicants  must 
have  New  Jersey  license.  Contact 
Daniel  G.  Richardi,  Executive  Director, 
Cherry  Hill  Medical  Center  08034. 
Telephone  (609)  665-2000. 

EMERGENCY  ROOM 
PHYSICIAN 

Splendid  opportunity  in  choice  suburb- 
an location.  Excellent  salary  in  addition 
to  a full  benefit  program.  New  Jersey 
license  required. 

Contact:  Robert  F.  Zimmerman,  M.D. 
Morristown  Memorial  Hospital 
Morristown,  N.  J.  07960 
(201)  538-4500 

GENERAL  PRACTITIONER  OR  INTERNIST 

Wanted  for  the 

Medical-Surgical  Section  of  Trenton 
Psychiatric  Hospital.  Salary  range  for 
General  Practitioners  $20,731  to  $26,- 
953;  for  Internists  $22,856  to  $29,- 
714,  depending  on  qualifications.  Ex- 
cellent fringe  benefits.  Live  and  work 
in  historic  Trenton.  For  further  infor- 
mation, write  M.  H.  Weinberg,  M.D., 
Medical  Director,  Trenton  Psychiatric 
Hospital,  Trenton,  N.J.  08625. 

OBSTETRI  Cl  AN -GYNECOLOGIST— 

needed — ideal  location  for  solo  or 
group  practice  expanding  population 
serviced  by  short  term,  general  acute 
hospital.  J.C.A.H.  fully  accredited  87 
beds  expanding  to  125 — 1200  births 
annually  in  service  area — South  Jersey 
Hospital  midway  Philadelphia  and  At- 
lantic City — Contact  Mr.  Kille,  Admin- 
istrator, William  B.  Kessler  Memorial 
Hospital— 609-561-6700. 

OPENINGS 

for 

Full-Time  Physicians 

Emergency  Room 

St,  Joseph's  Hospital 
Paterson,  New  Jersey  07503 

contact:  Sister  Anne  Jean, 
Administrator 
(201)  684-7500 

PHYSICIANS  WANTED:  Psychiatrist- 
Immediate  openings  to  work  on  Psy- 
chiatric Services,  Also  openings  in 
community  mental  health  clinics  in 
need  of  expansion.  Jersey  Shore  Area. 
Excellent  personnel  programs  and 
benefits.  May  have  part  time  practice. 
State  License  required.  Salary  to  $29,- 
714.00  depending  on  qualifications. 
Send  resume  in  confidence  to  Michael 
R.  Simon,  M.D.,  Medical  Director,  Marl- 
boro Psychiatric  Hospital,  Marlboro, 
New  Jersey.  Telephone:  201-946-8100. 

POSITION  AVAILABLE 

Full  time  E.D.  physician  with  New 
Jersey  license.  Must  have  residen- 
cy in  Internal  Medicine  or  General 
Practice.  Salary  negotiable.  If  in- 
terested, send  resume  to: 

Department  of  Emergency  Room 
Rancocas  Valley  Hospital 
Willingboro,  New  Jersey  08046 

HOME  IN  MALLORCA  FOR  $15,000. 
FREE  OLIVES. 

500-year  old  olive  trees  will  grace  the  terrace  of 
your  new  home  in  Son  Coll,  a delightful  inter- 
national community  on  Mallorca’s  scenic  North- 
west coast.  Private  beach,  swimming  pool,  tennis 
courts,  bar-restaurant  and  shops  make  this  unique 
resort  a great  place  for  vacations  or  year  'round 
living.  Financing  is  available.  Write  us  for  in- 
formation about  Son  Coll,  and  about  our  low-cost 
inspection  tours.  Travel  expenses  up  to  $300 
refunded  if  you  buy. 

Special  Places  for  Special  People 

PANORAMA 

International  Real  Estate 
810  18th  St.,  N.W.,  Dept.  36  BH 
Washington,  D.C.  20006  Phone:  (202)  783-3600 
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CLASSIFIED  ADVERTISEMENTS 


EX-ANESTHESIOLOGIST— l^esires  position,  full  or  part 
time,  no  night  call.  Can  qualify  for  many  positions, 
administrative;  diversified  experience.  South  Jersey  or 
Philadelphia  area.  Write  Box  No.  11,  c/o  THE 
JOURNAL. 

GENERAL  PRACTITIONER  WANTED -T  o practice  after- 
noons and  assume  hospital  work.  No  investment,  im- 
mediate income.  Bayshore  town  in  Monmouth  County. 
Write  Box  No.  15,  c/o  THE  JOURNAL. 

UROLOGIST  WANTED  —Board  ccriilied  or  eligible  to 
join  2-mau  certified  incorporated  group  in  North  Cen- 
tral New  Jersey,  15  minutes  from  New  York  Ciity. 
Leading  to  full  partnership  in  3 to  4 vears.  TVritc  Box 
No.  14,  c/o  T HE  JOURNAL. 

AVAILABLE— Need  part-time  work  as  surgery  assistant, 
ER,  general  practice,  October  thru  June,  getting  out 
of  .^rmy,  starting  residency.  H.  ,S.  .Sicheiman,  M.D., 
SBHAH,  Fort  Ord,  California  93941. 


PRACTICE  AVAILABLE— New  Jersey  .Shore  Community. 
Due  to  recent  death,  large  pediatric  practice  available 
to  board  eligible  or  board  certified  pediatrician.  Two 
accredited  hospitals  in  area.  Call  (609)  344-5245  or 
write  Box  No.  12,  c/o  THE  JOURNAL. 

FOR  SALE— Bergen  County,  large  active  practice  most- 
ly internal  medicine.  Home-office  combination  with 
separate  entrances  on  beautifully  landscaped  corner  lot 
near  hospital.  Fully  equipped  five-room  office.  Retir- 
ing. Write  Box  No.  16,  c/o  THE  JOURNAL. 

FOR  SALE— Livingston,  New  Jersey,  home  and  office. 
Active  practice.  Spacious  4-bedroom,  2i/^  bath. 
Colonial,  separate  entrance  to  4-room  office  suite.  Con- 
venient to  sch(X)ls,  shopping  and  transportatioti.  Call 
(201)  994-2600. 

FOR  SALE —Chatham,  New  Jersey.  Internist  leaving 
established  12-year  old  successful  practice  for  health 
reasons.  Ideally  situated,  4 nearby  suburban  hospitals. 
Air-conditioned,  4-bedroom  home,  swimming  pool,  6- 
room  office  combination  with  laboratory.  Large  parking 
area.  Extensive  records.  Corner  property,  2-car  garage 
with  electric  doors.  R.  F.  Zuch,  M.D.,  635-5000  or  377- 
8133. 


FOR  SALE  — Northerti  New  Jersey  town,  home-office 
comhination.  Retiring  in  June  or  July,  excellent  com- 
munity and  sch(X)ls.  Seven-room  house,  heated  swim- 
ming pool,  work  shop.  Six-room  completely  equipped 
office,  x-ray.  Hospital  8 minutes  from  office.  Write 
Box  No.  17,  c/o  THE  JOURNAL. 

FOR  SALE-T  renton.  New  Jersey,  home  and  office, 
semi-detached  brick  house  near  Mercer  Hospital  in 
professional  area.  Lot  50'  x 300',  ample  parking,  3-car 
l)lock  garage.  Prominent  physician  occupies  home  and 
office,  32  years.  Cientral  air  conditioning,  oil  heat,  4 
zones.  Office— waiting  room,  consultation  room,  2 ex- 
amining rooms,  2 tile  lavatories,  large  laboratory,  in- 
strument room,  large  closets.  Over  office- 5-room  mod- 
em apartment.  Home— 8 rooms,  3 baths,  ample  closets. 
Home  can  be  easily  converted  into  2 units.  Will 
finance.  Write  Box  No.  10,  c/o  THE  JOLIRNAL. 

FOR  SALE  OR  RENT— TVayne,  New  Jersey,  home  with 
office.  Good  location,  minutes  to  three  major  hospitals, 
20  minutes  to  New  York  City.  Call  (201)  278-5874. 

FOR  SALE— Summit,  New  Jersey,  long  lease  with  option, 
Springfield  Avenue,  opposite  Red  Cross,  3 acres,  brick 
house,  3 bedrooms,  2 baths,  suitable  investment  or  pro- 
fessional use.  Call  273-2390. 


FOR  RENT— Englewood,  New  Jersey.  Physician’s  office 
in  beautiful  new  luxury  professional  building.  Share 
with  another  physician.  Reasonable  rent.  Available  ap- 
proximately June  1,  1972,  telephone  871-4430. 

FOR  RENT— West  Caldwell,  New  Jersey,  800  square 
feet,  unrenovated,  prime  office  space  on  Bloomfield 
Avenue,  excellent  parking.  Call  (201)  226-1850. 

FOR  RENT— Morris  County.  Exceptional  opportunity 
for  general  practitioner,  pediatrician,  opthalmologist 
and  ob-gyn  in  new  professional  center.  10  minutes 
from  4 hospitals,  highlv  desirable  community.  Write 
Box  No.  13,  c/o  T HE  JOURNAL. 

AVAILABLE— Manville,  New  Jersey.  Medical  offices,  ex- 
cellent, convenient,  attractive  and  established  location. 
Ground  floor  professional  building.  Shortage  of  phy- 
sicians and  dentists.  Great  suburban  opportunity,  35 
miles  to  New  York.  Call  (201)  725-0272. 


Informalion  for  Advertisers — RATES:— 55.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


RENT 

New  8200  Sq.  Ft.  Professional  Building 
Will  Divide — Ideally  suited  for  Physician 
34  car  parking 

Haddonfield-Berlin  Road 

COLLECTIONS 

HENRY-LESLIE  ASSOCIATES 

“BONDED" 

P.O.  BOX  A 

CRANBURY,  N.  J.  08512 
(609)  395-1760 

Cherry  Hill,,  New  Jersey 
(Between  Brace  Road  & Route  295) 

P.O.  BOX  905 
TOMS  RIVER,  N.J.  08753 

Minutes  to  Haddonfield  & Voorhees  Township 

(201)  244-2502 

Immediate  occupancy  available 

Professional  Services  for  the  Health  Professions 

Call  (609)  966-6061 

NO  CHARGE  UNLESS  WE  COLLECT 
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In  the  hypertensive  patient 
on  eerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


SOXSUPR 


C 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufliciency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 


Composition:  VasodIlan  tablets,  isoxsuprine  HCl,  10  mg.  and  20  mg.  VasodIlan  syrup, 
isoxsuprine  HCl,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 
ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  I).  M.:  Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  U.,  and  Whittier, 


investigators’  * have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement’  ''  and  observation  of  clinical  im provement.’’^ 


J.  R.:  Curr.  Ther.  Res.  ^^:124-128  (April)  1962.  4.  Whittier, 
J.  R. : Angiology  75 :82-87  (Feb.)  1964. 
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LABORATORI  ES- 


Librium 

^hlordiazepoxide  HCI) 

and  safety 


Librium  (chlordiazepoxide  HCI),  after 
more  than  a decade  of  wide  clinical  use, 
continues  to  reflect  a wide  margin  of  safety. 
In  general  use,  the  most  common  side  effects 
reported  have  been  drowsiness,  ataxia  and 
confusion,  particularly  in  the  elderly  and 
debilitated. 

Antianxiety  effectiveness:  Demonstrated 
in  a broad  range  of  psychologic  and  physical 
dysfunctions;  indicated  when  reassurance 
and  counseling  are  not  enough  and  until,  in 


UBRARY 

MOV 


the  physician’s  judgment,  anxiety  has  been] 
reduced  to  tolerable,  appropriate  levels. 

Effect  on  mental  acuity:  Usually  mini- 
mal on  proper  maintenance  dosage.  (See  ^ 
Warnings  in  summary  of  prescribing  infor-j 
mation.) 

Concomitant  use:  Is  used  as  adjunctive 
antianxiety  therapy  concomitantly  with  ceil 
tain  specific  medications  of  other  classes  of  \ 
drugs,  such  as  cardiac  glycosides,  antihyper] 
tensive  agents,  diuretics  and  vasodilators. 

in  relief  of  clinically 
significant  anxiety 

Librium' 

Chlordiazepoxide  HCI) 

5-mgy  lO-mgy  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


^ . - 

tated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation,  increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are 
ble  in  most  instances  by  prope- 
adjustment,  but  are  also  occe 
served  at  the  lower  dosage  ra 
few  instances  syncope  has  be 
Also  encountered  are  isolatec 
skin  eruptions,  edema,  minor 
irregularities,  nausea  and  cor 
extrapyramidal  symptoms,  in 
decreased  libido— all  infrequi 
generally  controlled  with  dos; 
tion;  changes  in  EEC  patterns 
fast  activity)  may  appear  dur 
treatment;  blood  dyscrasias  ( 
agranulocytosis),  jaundice  ar 
dysfunction  have  been  report 
ally,  making  periodic  blood  cc 
liver  function  tests  advisable 
tracted  therapy. 

Supplied:  Librium  capsules  c 
5 mg,  10  mg  or  25  mg  chlord 
HCI.  Libritabs*  tablets  contai 
10  mg  or  25  mg  chlordiazepc 


Roche  Laboratories 
Division  of  Hofimanr 
Nutley.  N.J.  07110 
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